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Effectiveness of Multimedia psychoeducation package on knowledge and attitude 
regarding drug compliance among caregivers of clients with chronic psychiatric 
illness. 
ABSTRACT: 
    
INTRODUCTION 
Caregivers are the primary resource for persons with chronic psychiatric illness 
as they spend time with them and they are directly and actively involved in patient care. 
They play a crucial role in the optimal care of patients with mental illness. In order to 
support caregivers and improve patient condition it is necessary to educate them 
regarding drug adherence.  
Aims & objectives: To assess the effectiveness of multimedia psychoeducation package on 
knowledge and attitude regarding drug compliance among caregivers of clients with chronic 
psychiatric illness. Methodology: A pre experimental study was conducted at a selected setting, 
Trichy. 60 caregivers were selected by non-probability purposive sampling technique. 
Researcher used structured knowledge questionnaire and attitude scale for collecting the data 
and administered multimedia psychoeducation package (lecture cum discussion, video show, 
psychodrama and DVD). Results: The findings of the study revealed that the pre test mean 
knowledge score was 6.96 with SD of 2.38 and the post test mean knowledge score was 11.98 
with SD of 1.65, the calculated paired ‘t’ value was t = 17.438. The pre test mean attitude score 
was 17.30 with SD of 4.21 and the post test mean attitude score was 27.0 with SD of 3.26, the 
calculated paired ‘t’ value was t = 27.877. The results also revealed that there was a high 
positive correlation between the knowledge and attitude among the caregivers of clients with 
chronic psychiatric illness. Conclusion: The study findings of the study revealed that 
multimedia psychoeducation was effective in improving the knowledge and attitude regarding 
drug compliance among caregivers of clients with chronic psychiatric illness which clearly 
depicted that the caregivers  understood the importance of drug compliance which prevents 
relapse, re-hospitalization and improves quality of life of both clients as well as caregivers.  
Key words: Multimedia psychoeducation package, knowledge, attitude, drug compliance, 
caregivers of clients with chronic psychiatric illness.
Poor medication compliance is found to be almost certainly the single most 
important factor in poor treatment response. It worsens the course of the illness and leads 
to impaired functioning. The consequences of drug non-compliance are clinically 
equivalent to those of untreated or inadequately treated psychotic illness. 
Drug compliance is vital in preventing, managing and curing psychiatric illness 
and has a positive health outcome which upgrade healthy family functioning and reduces 
the caregivers burden. 
Objective  
To assess the effectiveness of multimedia psychoeducation package on 
knowledge and attitude regarding drug compliance among caregivers of clients with 
chronic psychiatric illness at selected setting, Trichy. 
Null Hypothesis 
NH1: There is no significant difference between the pre and post test level of knowledge 
and attitude regarding drug compliance among caregivers of clients with chronic 
psychiatric illness at p<0.05 level.                                                                    
Methodology 
Pre experimental one group pre test and post test design was adopted for this 
study. The independent variable was multimedia psychoeducation package regarding 
drug compliance and dependent variable was knowledge and attitude regarding drug    
compliance among caregivers of clients with chronic psychiatric illness. The study was 
conducted in ATHMA hospital, Trichy. Caregivers of clients with chronic psychiatric 
illness who fulfilled the inclusion criteria were samples of the study. Non-probability 
purposive sampling technique was adopted. Structured knowledge questionnaire and 
attitude scale was used to assess the pre test and post test level of knowledge and attitude 
regarding drug compliance among caregivers of clients with chronic psychiatric illness. 
The caregivers were seated comfortably in a well ventilated room as a group consisting 
of 10 members in each session. Multimedia psychoeducation package in this study 
focuses mainly on creating awareness and develop a positive attitude among caregivers 
about the importance of drug compliance and their roles through lecture cum discussion, 
video show, psychodrama and Digital Video Disc (DVD) distribution for reinforcement 
for about 1hour.  Both descriptive and inferential statistics were used for data analysis.
Result 
The findings revealed that the pre test mean score of knowledge was 6.96 with 
SD of 2.38 and the post test mean score of knowledge was 11.98 with SD of 1.65. The 
calculated paired ‘t’ value was t = 17.438 was found to be statistically significant at 
p<0.001 level. The pre test mean score of attitude was 17.30 with SD of 4.21 and the 
post test mean score of attitude was 27.0 with SD of 3.26. The calculated paired ‘t’ value 
was t = 27.877 found to be statistically significant at p<0.001 level. Hence the study 
concluded that multimedia psychoeducation package had high statistical significance in 
imparting adequate knowledge and developing favourable attitude towards drug 
compliance among caregivers of clients with chronic psychiatric illness.
Discussion 
The interpretation of the present study showed that there was a high statistical 
significance in caregivers knowledge and attitude towards drug compliance and had a 
positive influence in preventing relapse and re-hospitalization. Thus multimedia 
psychoeducation package is an effective intervention for the improvement of knowledge 
and attitude regarding drug compliance among caregivers of clients with chronic 
psychiatric illness.   
Conclusion
Caregivers are the primary authoritative individuals who are obliged to provide 
compassionate care to the clients with chronic psychiatric illness. They lack awareness 
regarding drug compliance. The education to the caregivers led to decrease in relapse 
and re-hospitalization and improved the quality of life of both the clients and caregivers. 
The findings indicated that the multimedia psychoeducation package is an effective 
intervention to improve the level of knowledge and attitude regarding drug compliance 
among caregivers of clients with chronic psychiatric illness.  
Implications 
The mental health nurse can use multimedia psychoeducation to caregivers of 
clients with chronic psychiatric illness for imparting knowledge and developing 
favourable attitude towards drug compliance. The nurse educator can plan for 
conferences, workshops, seminars regarding drug compliance to the nursing personnel. 
The nurse educator can arrange for mass awareness campaign regarding drug compliance 
in the community area. Nurse researcher communicates these findings to the public 
sector to enhance health care programs and extensive researches can be done in various 
settings regarding drug compliance to improve the knowledge and attitude of the 
caregivers of clients with chronic psychiatric illness.   
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INTRODUCTION 
Caregivers are the primary authoritative individuals who are obliged to provide 
compassionate care to the clients with chronic psychiatric illness. In order to support 
caregivers and improve clients condition it is necessary to educate them regarding drug 
compliance.  
Non-compliance or non-adherence to treatment is the degree to which a patient 
does not carry out the clinical recommendation of a treating physician or in other words 
it is failure of the patient to follow the prescribed treatment regimen. (World Health 
Organization, 2005) 
The prognosis in psychotic patient is not very good always and recurrence is very 
common due to non-compliance to medication.  Psychotropic drugs are the first line 
treatment for almost every psychiatric illness with growing availability of wide range of 
drugs to treat mental illness. The patient on psychotropic drugs needs to take drug as 
prescribed and regular follow up is necessary to regulate long term therapy.  Some 
patients do not follow the prescribed treatment because of various reasons. One of the 
major factors for re-hospitalization is found to be non-compliance in taking drugs. 
Noncompliance is a personal behaviour that deviates from health related advice given by 
health care professionals. (Ambreen Jawed Tharani, 2013) 
Relapse is common in chronic psychiatric illness and seriously impacts patients 
quality of life and social functioning. The consequences of non-compliance can be 
devastating for patients and their family members in terms of personal suffering, 
hospitalization, reduced quality of life as well as society in general.   
The risk of non-compliance goes three times in clients who are not supported by 
their family for treatment adherence. Literatures state that assistance and supervision 
provided by family can enhance medication compliance which can improve clinical 
outcomes and decreases the rate of relapse. 
2
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Relapses, deterioration of cognitive functioning, negative symptoms, neuroleptic 
resistance are the consequences of drug non-compliance in psychiatric illness. 
Supportive family environment has been reported to have a positive effect on 
compliance. The family members awareness of the patients illness is also connected to a 
better compliance. (Drug and Therapy Perspectives, 2013)  
1.1 BACKGROUND OF THE STUDY 
   Chronic psychiatric illness is a condition that persists for more than 6 months 
and requires a long term treatment. Chronic psychiatric illness interferes with the way a 
person behaves, interacts with others and functions in daily life. 1 in 20 lives with a 
chronic psychiatric illness such as schizophrenia, bipolar disorder, major depressive 
disorder and anxiety disorder. In addition to the person directly experiencing psychiatric 
illness, family, friends and communities are also affected.  
Caregivers are the primary resource for a person with chronic psychiatric illness, 
the effect of being a family caregiver though sometimes positive, are generally negative 
with high rates of burden. Caregivers face the problems of coping with social 
withdrawal, poor interpersonal behaviours and disruptive attitude of clients with chronic 
psychiatric illness. Numerous studies report that caring a psychiatric illness client is 
more stressful than caring for clients with a physical disability. 
Drug compliance is vital in preventing, managing and curing psychiatric illness 
and has a positive health outcome which upgrades healthy family functioning and 
reduces the caregivers burden.  
Poor medication compliance is found to be almost certainly the single most 
important factor in poor treatment response. It worsens the course of the illness and leads 
to impaired functioning. The consequences of drug non-compliance are clinically 
equivalent to those of untreated or inadequately treated psychotic illness. 
Global Scenario 
Nearly 450 million people suffer from a mental or behavioural disorder. Four of 
the six leading causes of years lived with disability are due to neuropsychiatric disorders 
(depression, alcohol-use disorders, schizophrenia and bipolar disorder). One in four 
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families has at least one member with a mental disorder. Currently mental and 
behavioural disorders account for about 12 percent of the global burden of diseases. This 
is likely to increase to 15 percent by 2020. Family members are often the primary 
caregivers of people with mental disorders. The extent of the burden of mental disorders 
on family members is difficult to assess and quantify, and is consequently often ignored. 
However, it does have a significant impact on the family’s quality of life. (WHO, 2013) 
Non-adherence among patients with severe mental illness has been estimated to 
be between 30% - 65% .The following non-adherence rates have been reported: 
Table 1.1.1 Non-adherence rate 
Non-adherence rate Disease conditions 
30% - 66% Major Depressive Disorder 
30% - 65% Bipolar Disorder 
 40% - 50% Schizophrenia 
 (Source : American Pharmacists Association, 2013 ) 
 Medication management related training for the mental health workers have 
demonstrated that improvement in knowledge, attitude and skill of staff help to address     
non-compliance. (Pharmacy today, 2013) 
Untreated mental disorders exact a high toll, accounting for 13% of the total 
global burden of disease. Unipolar depressive disorder is the third leading cause of 
disease burden, accounting for 4.3% of the global burden of disease. The estimates for 
low- and middle-income countries are 3.2% and 5.1%, respectively. When only the 
disability component is taken into consideration in the calculation of the burden of 
disease, mental disorders account for 25.3% and 33.5% of all years lived with a disability 
in low- and middle-income countries, respectively.(Global Burden of Disease,  2011)
Indian Scenario 
Mental illness is a global public health problem. One out of 4 (25%) persons are 
affected with some kind of mental illness. The higher in developed countries, but the 
global burden of untreated mental disease is higher in developing countries. Most of the 
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population suffering with mental illness lives in low and middle income countries. 
(National Sample Survey Organization Report, 2015) 
Mental health was a much neglected field until recently. There is, however, 
increasing realization that conditions such as schizophrenia, mood disorders (bipolar, 
manic, depressive and persistent mood disorders) and mental retardation can impose a 
marked disease burden on Indians. This was confirmed by a study conducted for the 
National Commission on Macroeconomics and Health (NCMH) which stated that at least 
6.5% of the Indian population had some form of serious mental disorder, with no 
discernible rural–urban differences; women had slightly higher rates of mental disorder 
than men. If one were to include some other ‘common’ mental disorders and alcohol and 
drug dependency, the estimates would be substantially higher. With the increasing size 
of the population, these numbers are expected to grow substantially by 2015; the 
population with serious disorders is expected to grow to more than 8crore in that year, 
and even higher if the category of ‘common mental disorders’ in the population was 
included in the projections. (Burden of Diseases in India, 2011) 
1.2 NEED AND SIGNIFICANCE OF THE STUDY 
Compliance with psychiatric drugs play a significant role in managing clients 
with psychiatric illness. It not only helps in controlling the symptoms, but also decreases 
the risk of relapse and ultimately improves quality of life for the clients. However it 
remains a challenge for the client, family and health care providers.  
Contribution of family, friends and community play a major role in overcoming 
the obstacle of drug non-compliance. The caregivers lack awareness regarding the 
importance of drug compliance, if they are informed they may have positive influence 
and help in promoting long-term drug compliance, be the first line of assessment for side 
effects and supervise administration of drug and refill prescriptions. It has been reported 
that 7 out of 10 people with chronic psychiatric illness had family members as their 
caregiver. 
Rath (2014) conducted a descriptive, co-relational study to identify the factors 
affecting non-compliance to psychotropic drugs as perceived by patient's relatives 
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visiting outpatient department of Father Mullar Mental Hospital Mangalore using a 
structured interview schedule to 100 subjects by using purposive sampling method. 
Findings revealed that various factors perceived as contributing to non-compliance were 
disease characteristics related (62%), transportation problems (56%), poor community 
mental health services (55%), drug side effects (52%), cultural myths (49%), social 
factors (48%), psychological and motivational factors (47%), economic factors (43%), 
knowledge and insight (31%), illiteracy (36%), and other factors such as misconception 
about treatment and difficulty in swallowing the tablets contribute to non-compliance 
(17%).The study recommended that more emphasis must be given on patient's family 
education to overcome the above attributes and reduce relapse. 
Jerone L.Benedicta (2011) conducted a descriptive study on assessment of 
attitude on risk factors associated with compliance and non-compliance of neuroleptic 
treatment among patients with schizophrenia. The study samples were recruited from the 
outpatient and inpatient units in Raju Hospital, Chennai. The researcher used modified 
Reasons of Medication Influences scale (ROMI) and Drug Attitude Inventory scale. 
Results revealed that 94% of client had mild medication influence, 6% had moderate 
medication influence and 18% of clients had unfavourable attitude and 82% had 
moderately favourable attitude. 
Nora.M (2014) conducted an exploratory study using quasi experimental design 
to assess the effects of psychoeducation intervention in improving insight and medication 
compliance of schizophrenic clients, Saudi Arabia. The study was carried out at inpatient 
unit of Al Amal mental hospital with 20 participants 10 in study group and 10 in control 
group. The tools used were insight observation and assessment sheet, medication 
observation checklist and psychoeducation intervention guidelines developed by the 
researcher. The results revealed that psychoeducational intervention had improvement in 
insight that led to improved medication compliance and it also showed correlation of 
these three variables knowledge, insight and drug compliance. 
 Usha.VK, Lini and Vivin (2012) conducted a non-experimental descriptive study 
to understand the compliance to treatment and relapse of patients with mental illness who 
attended district mental health programme clinic in Idduki district. 90 patients selected 
by non probability sampling technique were assessed for compliance by using rating 
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scale and the relapse using structured interview schedule. The findings revealed that 
83.3% were having poor compliance and 58.9% patients had one exacerbation of 
symptoms and 75.6% had two times hospitalization before attending district mental 
health programme services whereas 83.1% had no exacerbation and 70% had no 
hospitalization after attending district mental health programme services. 
Maqura (2011) conducted a study on factors associated with medication 
adherence among psychiatric outpatient at substance abuse risk. The study participants 
were patients newly admitted to a psychiatric outpatient department who took psychiatric 
medications from different providers and also has the substance abuse histories. The 
sample size was 131. Medication adherence rating scale and drug toxicologies were used 
for assessment. The study revealed that non-adherence ranges between 28% - 52% in 
major depressive disorder, 20% - 50% in bipolar disorder, 20% - 72% in schizophrenia 
and 57% in anxiety disorder. 
Banerjee and Ravi (2013) conducted a cross sectional study on factors affecting 
non-adherence among patients diagnosed with unipolar depression in a psychiatric 
department of a Tertiary hospital in Kolkata, among adult patients both men and women 
diagnosed with unipolar depression (N=305) were administered with morisky medication 
adherence scale. The results revealed that 66.9% were non-adherent and 33.1% were 
adherent and suggested for suitable interventions to overcome drug non-compliance. 
Jennings, Harris, Gregoire et al., (2011) conducted a quasi experimental study on 
effect of a psychoeducation programme on knowledge of illness insight and attitude 
towards medications among caregivers of schizophrenic clients, Qatar. Tool consisting 
of 25 items regarding drug compliance was administered to 73 schizophrenic clients and 
their caregivers (36 in study group and 37 in control group). The results revealed that the 
patients and caregivers acquired knowledge about the illness and its treatment and also 
psychoeducation had a positive impact on the attitude towards   medications. 
 During the training period in various settings the researcher witnessed that most of 
the mentally ill clients had relapse and were re-hospitalised. The common reason behind 
this  re-hospitalisation was drug non-compliance and poor attitude of caregivers towards 
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drug therapy. The caregivers response to poor drug non-compliance were discomfort 
resulting from treatment, cultural beliefs, forgetfulness, presence of other priorities, lack 
of information, self decision to omit / stop medications. 
Hence the investigator wanted to create awareness regarding the importance of 
drug compliance among caregivers and undertook the study. 
1.3 STATEMENT OF THE PROBLEM
A Pre experimental study to assess the effectiveness of multimedia 
psychoeducation package on knowledge and attitude regarding drug compliance among 
caregivers of clients with chronic psychiatric illness at selected setting, Trichy. 
1.4 OBJECTIVES 
1. To assess the pre and post test level of knowledge and attitude regarding drug 
compliance among caregivers of clients with chronic psychiatric illness. 
2. To assess the effectiveness of multimedia psychoeducation package on 
knowledge and attitude regarding drug compliance among caregivers of clients 
with chronic psychiatric illness. 
3. To correlate the post test level of knowledge score with attitude score regarding 
drug compliance among caregivers of clients with chronic psychiatric illness. 
4. To associate the selected demographic variables with their pre and post test mean 
score of knowledge and attitude regarding drug compliance among caregivers of 
clients with chronic psychiatric illness.
1.5 OPERATIONAL DEFINITIONS 
1.5.1 Effectiveness:
Refers to the outcome of multimedia psychoeducation package on knowledge and 
attitude regarding drug compliance among caregivers of clients with chronic psychiatric 
illness which was assessed by using structured knowledge questionnaire and attitude 
scale with 7 days of time interval. 
8
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1.5.2 Multimedia psychoeducation package  
Refers to the information provided by the investigator regarding drug compliance 
through lecture cum discussion, video show, psychodrama and reinforcement through 
digital video disc to a group of 10 members. 
• Lecture cum discussion:
              Includes meaning of drug compliance, factors affecting drug adherence, its 
importance, strategies to overcome non-compliance and counselling for adherence for 
about 30 minutes.  
• Video Show:
                      On effects of drug adherence and drug non-compliance for 20 minutes. 
• Psychodrama:  
                     On role of caregivers in drug adherence for 15 minutes. The researcher 
trained the nursing students to enact psychodrama. 
• Digital Video Disc: 
                      Contains information regarding meaning, factors affecting adherence, 
reasons for non adherence, its importance and strategies to overcome non-compliance. 
1.5.3 Knowledge:  
            Refers to the awareness and ability of the caregivers to respond to the questions 
regarding drug compliance which was assessed by using structured knowledge 
questionnaire developed by the researcher. 
1.5.4 Attitude:
Refers to the perception of the caregivers of clients with chronic psychiatric 
illness regarding drug compliance which was assessed by using attitude scale devised by 
the researcher based on Drug attitude inventory 30.
1.5.5 Drug compliance:  
Refers to clients those who take the prescribed medications during the course of 
treatment. 
1.5.6 Caregivers of clients with chronic psychiatric illness:
          Refers to the individuals those who provide care to the clients regularly during the 
course of treatment. 
9
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1.6 ASSUMPTIONS
1. Caregivers may have some knowledge and attitude regarding drug compliance. 
2. Multimedia psychoeducation package may improve the caregivers knowledge 
and develop favourable attitude regarding drug compliance of clients with 
chronic psychiatric illness. 
1.7 NULL HYPOTHESES
NH1: There is no significant difference between the pre and post test level of knowledge            
and attitude regarding drug compliance among caregivers of clients with chronic 
psychiatric illness at p<0.05 level.                                                                    
NH2:  There is no significant correlation between the post test level of knowledge score 
with attitude score regarding drug compliance among caregivers of clients with 
chronic psychiatric illness at p<0.05 level. 
NH3:  There is no significant association of selected demographic variables with their 
pre and post test mean score of knowledge and attitude regarding drug compliance 
among caregivers of clients with chronic psychiatric illness at p<0.05 level. 
1.8 DELIMITATION
 The study was delimited to a period of four weeks.
1.9 CONCEPTUAL FRAME WORK  
A conceptual framework is comprised of interrelated concepts that explain 
natural phenomena. The concepts are linked together to express the relationship between 
them. It is the schematic representation of the steps, activities and outcome of the study. 
  
The conceptual model used for this study is based on J.W.Kenny’s Open System 
Model. The system consists of a set of interacting components, with a boundary that 
filters both the kind and rate of exchange with the environment. The system has been 
defined as “set of components or units interacting with each other within a boundary that 
filters both the kind and rate of flow of inputs and outputs from the system”. The open 
system theory concerned with changes due to interaction between the various factors in a 
situation. The general system theory provides a way to understand many influences on 
the whole person and the possible input of change of any part of the whole. 
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This model explains the breaking of whole thing into parts and gaining 
knowledge about how the parts works together in a system and decision pertinent 
concept about them as well as making predictions about how these parts of whole will 
function, behave and react. 
INPUT: 
Input is defined as any information, energy or material that enters into system 
through its boundary. In this study, the input is the material and information regarding 
drug compliance. The multimedia psychoeducation package comprises of lecture cum 
discussion, videoshow, psychodrama and DVD for reinforcement. The investigator 
assessed the pre test level of knowledge and attitude through structured knowledge 
questionnaire and attitude scale regarding drug compliance among caregivers of clients 
with chronic psychiatric illness. 
THROUGHPUT: 
 It is the common process by which a system transforms, creates and organizes 
input, resulting in a reorganization of input. In this study, the investigator administered 
multimedia psychoeducation package regarding drug compliance among caregivers of 
clients with chronic psychiatric illness. 
OUTPUT:
It is energy, matter or information given out by the system as a result of its 
process. In this study it refers to the attainment of adequate level of knowledge and 
attitude regarding drug compliance. The investigator assessed the post test level of 
knowledge and attitude regarding drug compliance using the same tool. 
FEEDBACK: 
It is the evaluation or response of the system. Feedback may be positive or 
negative. Positive feedback indicated the attainment of adequate level of knowledge and 
favorable attitude, negative outcome indicated inadequate level of knowledge and 
unfavorable attitude, which motivated the investigator for further reinforcement of 
multimedia psychoeducation package. 
11
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 The conceptual framework adopted for this study helped the investigator to 
accomplish the research in an organized manner. In the input process, the researcher 
collected the information on the demographic variables of the caregivers and clients and 
the need for administering the multimedia psychoeducation package. In the throughput 
process, the nurse investigator taught the multimedia psychoeducation package to the 
caregivers and in the output process, the nurse investigator reassessed the level of 
knowledge and attitude regarding drug compliance. The adequate level of knowledge 
and favorable attitude showed the positive feedback. The moderately adequate 
knowledge and inadequate knowledge, moderately favourable attitude and unfavourable 
attitude showed the negative feedback. 
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1.10 OUTLINE OF THE REPORT 
Chapter 1:  Deals with introduction, background of the study, significance and need 
for the study, statement of the problem, objectives, operational definitions, assumptions, 
null hypotheses, delimitation and conceptual framework. 
Chapter 2:  Contains the scientific review of literature related to the present study. 
Chapter 3:  Presents the methodology of the study and plan for data analysis. 
Chapter 4:  Focuses on data analysis and interpretation. 
Chapter 5:   Enumerates the discussion and findings of the study. 
Chapter 6:  Consists of summary, conclusion, implications, recommendations and 
limitations of the study. 
The study report ends with selected References and Appendices. 






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REVIEW OF LITERATURE 
Literature review is defined as a summary of research on a topic of interest often 
prepared to put a research problem in context (Polit & Beck, 2008). 
Literature review is a review of the evidence on a clearly formulated question that 
uses systematic and explicit methods to identify, select and critically appraise relevant 
primary research, and to extract and analyze data from the studies that are included 
(Gerrish & Lacey, 2007). 
The researcher entailed systematically searching the literature, selecting relevant 
studies, assessing the quality of the literature, extracting key information from the 
selected studies, summarizing, interpreting and presenting the findings, and writing up 
the research in a structured manner. 
The researcher utilized electronic database to gather relevant articles. The 
databases include CINAHL, Pub MED, PMC National library of medicine and National 
institutes of health. The search terms used were drug non-compliance, knowledge and 
attitude, caregivers of psychiatric clients, prevalence of mental illness and multimedia 
psychoeducation package. The researcher collectively reviewed 110 studies. Out of 
which 54 relevant and updated studies within the duration of 2010 – 2015 were utilized 
to support the current research topic. 
2.1 ORGANISATION OF REVIEW OF LITERATURE 
The scientific reviews were placed under various sections 
SECTION 2.1.1: Knowledge and attitude regarding drug compliance among caregivers 
of clients with chronic psychiatric illness.  
• Prevalence of drug non-compliance 
• Knowledge and attitude of caregivers regarding drug compliance 
• Factors affecting drug compliance 
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SECTION 2.1.2: Psychoeducation regarding drug compliance. 
• Multimedia psychoeducation 
• Other psychoeducation methods 
SECTION 2.1.1: KNOWLEDGE AND ATTITUDE REGARDING DRUG 
COMPLIANCE 
Prevalence 
Multiple studies (Aldona, Gomex, Moreno, 2010; Hardeman & Narasimhan, 
2010; Maan, 2013; Kassis, 2014) reported that most common chronic psychiatric illness 
leading to drug non-compliance were bipolar affective disorder (BPAD), schizophrenia, 
obsessive and compulsive disorder (OCD) and major depressive disorder (MDD). Maan 
(2013) stated that the clients diagnosed with psychosis, epilepsy, generalised anxiety 
disorder (GAD), somatization disorder, substance induced psychosis, panic attack with 
agoraphobia  also reported with drug non-compliance.   
Hardeman & Narasimhan, (2010) reported that on an average patients prescribed 
with antipsychotics the adherence rate was 59% and for antidepressants the adherence 
rate was 65%. The adherence rate for MDD in acute treatment phase was 65% and 44% 
in maintenance phase. The adherence rate in BPAD was 32% were partially adherent and 
50% reported adherence within past 2 years. The researcher recommended for further 
studies in various context.  
Maan (2013) reported that there was a significant association between age, 
income and psychiatric illness with causes of drug non-compliance. Several studies 
(Kassis T, Ghuloun, Mousa and Bener, 2014; Aldona et al., 2010) revealed that high 
drug compliance was more among young adults and Aldona et al., (2010) also reported 
that non-compliance was seen in men and unmarried psychiatric clients.
Knowledge and attitude of caregivers   
Multiple studies (Corrigan, 2010; Magaru, 2012; Shine, Desai & Pawar, 2012) 
reported that majority of the caregivers were family members and they lack knowledge 
about psychiatric illness and the efficacy of drug treatment. 
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Sullivan, Wells &  Leake, (2010) reported that lack of support by the caregivers 
associated with re-hospitalisation and non-compliance has also been associated with            
re-hospitalization and it is also said to be the major cause of relapse in chronic 
psychiatric illness.   
Shine et al., (2012) stated that caregivers considered medical intervention to be 
the factor that impacted negatively on follow up of clients. Hence the researcher 
suggested for educational programmes for the caregivers by developing 
psychoeducational intervention and sensitization campaign.  
 Mei, Jen & Chaun, (2014) reported that drug non-compliance was positively 
associated with the patients attitude because patients believed that an environment shift 
was effective in treating their psychiatric illness. Knowledge of drug side effects had a 
negative influence on drug compliance. The researcher suggested all patients and their 
caregivers should receive psychoeducation and plan for higher level of care like 
implementing pill organizers, involving families in drug supervision.   
Rizwan, Saleem K, Heramani N, Lenin & Hussain, (2013) stated that  caregivers 
social stigma, objection by a particular religious group to treatment and concellation of 
disability grants were also factors that linked non-compliance to treatment. Sharif (2014) 
reported that stigma and caregivers attitude towards mental illness and treatment affect 
drug compliance strongly and secondly relapse rate and self harm.  Similarly Peter M 
Haddad, Cecilia Brain and Jan Scott, (2014) reported non-compliance with drugs occurs 
in all chronic psychiatric illness. It increases the risk of relapse, re-hospitalisation and 
self harm.  
Factors affecting drug adherence 
Multiple studies (Roy, Masroor & Sushma, 2010; Mibei, 2013; Nkangala, 2011; 
Kenfe Tesfay, Eshetu Girma & Alemayehu, 2013; Kyoko, Tansella & Barbuic 2013; 
Nirojini, Mounica & Rao 2014) revealed that more than one factor is responsible for 
poor or better compliance of therapeutic regimen. Main reasons of drug non-compliance 
identified were financial difficulty, distance from the hospital, improvement or no 
improvement in symptoms, side effects, lack of insight into the mental illness, old age of 
caregivers / lack of caregivers and lack of awareness about need of long-term 
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medication. Roy R et al., (2010) recommended plan for proper management of these 
factors. There is a need to provide community level mental health care and proper 
counselling to patients and their caregivers. Studies on socio-demographic and clinical 
correlates of drug non-compliance will add more information into our understanding of    
non-compliance by psychiatric patients. 
Nkangala (2011) reported some of these factors can be modified like practical 
support by the caregivers and creating awareness on need of long-term medications. This 
would lead to a reduction in the rate of re-hospitalisation and costs. 
Mibei (2013) reported fear of addiction to medication as a contributing factor for 
drug non-compliance. Kenfe et al., (2013) also reported afraid to get dependant on drugs 
as a factor hindering for drug adherence and various other factors responsible for drug             
non-compliance were forgetting, to get better without more medicine, shift to religious or 
traditional medicine, to try without drug, too embarrassed to take the drug, absence of 
drug supply. Nirojini et al., (2014) reported in addition to the above factors inability of 
the physicians to explain basic information on the medications and patients lack of 
knowledge on the benefits of medications are also factors associated with poor drug 
compliance.  
Kyoko et al., (2013) revealed key drivers of non adherence as lack of insight, 
medication beliefs and substance abuse. Key consequences of non adherence included 
greater risk of relapse, re-hospitalisation and suicide. Factors positively related to 
adherence were a good therapeutic relationship with physician and perception of benefits 
of medication. Improving adherence can be achieved by focusing on the identified 
factors driving non adherence. 
2.1.2 PSYCHOEDUCATION REGARDING DRUG COMPLIANCE 
 Dipanjan, Altul, Narendra, Pradeep, Sanjay & Basudeb, (2011) reported that 
several different models of psychoeducation were developed in accordance with the 
needs of mentally ill clients and their caregivers. The researchers suggested that 
psychoeducation can be initiated to draw the attention of caregivers of mentally ill clients 
to remain cooperative and complaint to treatment team. 
18 

 Multimedia psychoeducation 
Jeste, Craig, Theresa, Gannon, Louise & Dixon, (2010) compared the effects of 
multimedia (video or computer based) educational aids with those of routine procedures 
to inform health care consumers about medical evaluations or management of mental 
illness. The authors concluded that multimedia educational aids hold promise for 
improving the provision of complex medical information to patients and caregivers. 
Iram TK, (2014) conducted a similar study to examine the effect of an interactive 
computerized psychoeducational system Vs traditional pamphlet educational approach 
for patients suffering from depression. Results reported that participants who underwent 
the interactive computerized educational system had considerably decreased incidence of 
medication non-compliance compared with traditional approach. The researcher 
recommended that multimedia learning concepts have been applied in the area of 
education and not been widely used in psychiatric outpatient departments. A 
combination of both may help patients and caregivers maintain better drug compliance in 
addition to improving their knowledge of depression. 
Pei (2014) intended to review and analyse multimedia as the educational medium 
for patients or their caregivers. The author stated that the evolution of multimedia as an 
educational medium is growing and its incorporation has benefited health education 
management especially in improving patients and their family’s psychosocial outcomes. 
However, due to still limited scientific evidence to support its value, further multimedia 
based interventions should be developed.  
Other psychoeducation methods 
 Bergen, Glenntt, Armitage & Bashir, (2011) stated that education to the family 
members led to decreased relapse and re-admission to hospital in people with BPAD 
after an episode of mania as opposed to individual therapy which centres on the affected 
person only. Similarly Mathew M and Shean Mc, (2013) reported that psychoeducation 
was effective at improving drug compliance when extended to include the clients 
caregiver. 
Xia (2011) assessed the effects of structured educational intervention (written and 
verbal method followed by discussion) with standard methods of knowledge provision. 
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The results revealed that incidence of non-compliance and relapse was lower in 
psychoeducation groups and promoted better social and global functioning. Intervention 
delivered at frequent intervals were useful as a part of the treatment programs for people 
with mental illness. Clients and caregivers who attended multiple session had greater 
knowledge gains in short term (upto1 month). Hence the author also suggested that 
multiple education sessions are better than single education session. 
Pitkanen (2012) carried out a study to estimate the effectiveness of patient 
education methods on Quality Of Life (QOL) and functional impairment of patients with 
schizophrenia. The study group were assigned to computer based information technology 
and control group with standard leaflets and discussion and standard treatment. The 
results showed that there is no significant differences between groups in these outcomes. 
Hence concluded that there is no particular education method as the best way to improve 
patients QOL or improve functional ability. However computer based patient education 
remained a suitable alternative for some patients. 
 Similarly, Valimaki, Hatonen, Lahti, Kuosmanan & Adams, (2012) evaluated the 
effects of psychoeducation intervention using Information Communication Technology 
(ICT) as means of educating and supporting people with schizophrenia or related 
psychosis. The authors found no significant difference in the primary outcome (patient 
compliance and global state) between psychoeducation intervention using ICT and 
standard care.  
John, Taishiro & Christoph, (2013) reported that traditional randomized 
controlled trials are not necessarily the best way to study interventions that are thought to 
work in reducing non compliance and among psychosocial interventions, those 
combining multiple approaches and involving multiple domains seem to be the most 
effective. Increasing knowledge about factors affecting drug compliance and leveraging 
novel technologies can enhance early assessment and adequate management, particularly 
in clients with psychotic disorders. 
Peter et al., (2014) also reported that there is no gold standard approach to the 
measurement of adherence because all methods have pros and cons. Multidimensional 
approaches are more effective than unidimensional approaches. 
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Summary 
After an extensive literature search the researcher found that majority of the 
caregivers were family members and they had lack of awareness and negative attitude 
towards drug compliance. The risk factors for drug non-compliance were very high 
among psychotic clients. The reviews supported that caregivers education will reduce the 
risk factors and promote quality of life among clients with chronic psychiatric illness. 
The reviews also supported that multidimensional approach is the most effective method 
for imparting knowledge and attitude among caregivers. 

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RESEARCH METHODOLOGY 
This chapter deals with the methodology used to assess the effectiveness of 
multimedia psychoeducation package on knowledge and attitude regarding drug 
compliance among caregivers of clients with chronic psychiatric illness at selected 
setting, Trichy. 
This phase of study deals with research approach, research design, variables, 
setting of the study, population, sample, criteria for sample selection, sample size, 
sampling technique, development and description of the tool, content validity, reliability 
of the tool, pilot study, procedure for data collection, and procedure for data analysis. 
3.1. RESEARCH APPROACH 
  Quantitative research approach was used in the study. 
3.2 RESEARCH DESIGN  
          Pre experimental one group pre test - post test design was used in the study. 
Table 3.2.1: Schematic representation of a Pre experimental design 
GROUP
PRE TEST 
(O1)
INTERVENTION 
(×)
POST TEST 
(O2)
Caregivers 
of clients 
with 
chronic 
psychiatric 
illness.
Assess the pre test 
level of 
knowledge and 
attitude regarding 
drug   compliance 
among caregivers 
of clients with 
chronic 
psychiatric illness 
by using 
structured 
knowledge 
questionnaire and 
attitude scale.
Multimedia psychoeducation package includes 
• Lecture cum discussion on meaning of 
drug compliance, factors affecting drug 
adherence, importance of drug 
compliance, strategies to overcome 
drug non-compliance and counselling 
for drug adherence for about 30 
minutes.  
• Video show on effects of drug   
non-compliance and drug adherence 
for 20 minutes.  
• Psychodrama on role of caregivers in 
drug compliance for 15 minutes.  
• Reinforcement through Digital video 
disc.
After 7 days 
assessment of post 
test level of 
knowledge and 
attitude regarding 
drug compliance 
among caregivers 
of clients with 
chronic psychiatric 
illness by using 
structured 
knowledge 
questionnaire and 
attitude scale.
22 

3.3 VARIABLES 
3.3.1 Independent Variable 
The independent variable of the study was Multimedia Psychoeducation Package 
regarding drug compliance.                                                                   
3.3.2 Dependent Variable
The dependent variable of the study was knowledge and attitude regarding drug    
compliance among caregivers of clients with chronic psychiatric illness. 
3.3.3 Extraneous variables
           Extraneous variables in this study were caregivers age, relationship with the 
client, duration of stay, education, family monthly income, habits and type of chronic 
illness and clients insight. 
3.4 SETTING OF THE STUDY 
The study was conducted in ATHMA Institute of Mental Health and Social 
Science, Trichy. It is a 80 bedded hospital offering 24hours of high quality service to 
both psychotic and neurotic clients. It also has separate centres for counselling and 
therapies, de-addiction and rehabilitation.  
3.5 POPULATION
3.5.1 Target population
The target population of the study included all the caregivers of clients with 
chronic psychiatric illness.  
3.5.2 Accessible population   
The accessible population were caregivers of clients with chronic psychiatric 
illness at Athma hospital, Trichy. 
3.6 SAMPLE
The study samples were caregivers of clients with chronic psychiatric illness who 
fulfilled the inclusion criteria. 
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3.7 SAMPLE SIZE 
A total of 60 caregivers of clients with chronic psychiatric illness were selected 
for the study. 
3.8 SAMPLING TECHNIQUE 
Non-probability purposive sampling technique was used by the researcher to 
select the samples.  
3.9 CRITERIA FOR SAMPLE SELECTION 
3.9.1 Inclusion Criteria 
1. Caregivers of clients with chronic psychiatric illness (psychosis and neurosis). 
2. Caregivers who could understand Tamil or English 
3.9.2 Exclusion Criteria
1. Caregivers with any psychiatric illness. 
2. Caregivers who were not willing to participate in the study.  
3. Caregivers who had attended teaching on drug compliance of psychiatric illness. 
3.10 DEVELOPMENT AND DESCRIPTION OF THE TOOL
The tool was constructed after an extensive review of literature and guidance 
from the medical and nursing experts and the investigator’s personal and professional 
experience. The tool for the data collection consisted of two parts. 
Part A: Data collection tool 
Part B: Intervention tool 
 3.10.1 DATA COLLECTION TOOL
Section A: Demographic variables 
Section B: Structured knowledge questionnaire 
Section C: Attitude scale 
SECTION A: Demographic Variables 
The section consisted of demographic variables for the caregivers and clients. 
The demographic variables for caregivers were age, gender, relationship with client, 
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duration of care, duration of stay, education, occupation, family monthly income, type of 
family, number of family members, residence and type of chronic physical illness. 
The demographic variables for the clients were age, gender, type of illness, 
duration of illness and history of relapse. 
SECTION B: Structured Knowledge Questionnaire 
A structured knowledge questionnaire was developed by the researcher to assess 
the level of knowledge among caregivers of clients with chronic psychiatric illness with 
the following components.  
S.No. Components Questions
1 Meaning 2 
2 Importance 3 
3 Side effects 1 
4 Signs and symptoms 3 
5 Complications  and recurrence 1 
6 Barriers and role of caregivers  5 
Each item is a closed ended multiple choice questions with single correct answer. 
Each correct answer response was awarded with a score of 1 and the wrong answer was 
awarded with a score of 0. Maximum score is 15 and minimum score is 0. 
Scoring and Interpretation:
Score Percentage Category 
      1 – 7              <50  Inadequate knowledge 
      8 -11              50 – 75 Moderately adequate knowledge 
     12 – 15               >75  Adequate knowledge 
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SECTION C: Attitude scale
It is a 3 point likert scale consisting of 10 statements (5 - positive items and             
5 - negative items). The researcher has developed this attitude scale based on Drug 
attitude inventory 30.  
Positive statements: always - 3, sometimes - 2, never - 1  
Negative statements: always - 1, sometimes - 2, never - 3  
Items Question numbers Total No. of items 
Positive statements 1,3, 5, 7, 10 5 
Negative statements 2, 4, 6, 8, 9 5 
   
Scoring and Interpretation: 
Score Percentage Category 
1 - 14 < 50 Unfavorable attitude 
15 - 22 50 – 75 Moderately  favorable attitude 
23 - 30 > 75 Favorable attitude 
3.10.2 INTERVENTION TOOL   
Multimedia psychoeducation package prepared by the researcher regarding drug   
compliance focuses mainly on creating awareness and develop a positive attitude among 
caregivers about the importance of drug compliance and their roles through lecture cum 
discussion, video show, psychodrama and DVD distribution for about 1hour. The details 
of the intervention tool are as follows: 
1. Lecture cum Discussion  
 Lecture was given for 30 minutes regarding meaning of drug compliance, factors 
affecting drug adherence, importance of drug adherence, strategies to overcome drug 
compliance and counselling for drug adherence  
2. Video Show on effects of drug non- compliance and drug adherence for 20 minutes. 
3. Psychodrama on role of caregivers in drug adherence for 15 minutes. The researcher 
was designated as a research trainee in Athma Institute of Mental Health and Social 
Science, Trichy. The researcher obtained permission from The Principal, Jennys College 
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of Nursing to involve their students in psychodrama. The researcher trained the students 
and they enacted psychodrama.  
4. Reinforcement through Digital video disc. 
Preliminary preparation 
• Obtained formal permission from the medical director. 
• Seating arrangements was done. 
• Privacy was maintained. 
• Trained the nursing students for psychodrama. 
• Informed written consent was obtained. 
• A.V.aids was arranged. 
During intervention 
• Discussed about drug compliance. 
After intervention 
• Queries were clarified. 
• Reinforcement was given. 
3.11. CONTENT VALIDITY 
The content validity was ascertained from the following field of expertise:
• Psychiatrist    -  1 
• Clinical Psychologist   -  1 
• Mental Health Nursing Specialist  -  4 
• Social Worker    -  1 
All experts gave their consensus and tool was finalized. 
3.12 ETHICAL CONSIDERTAION  
The study was approved by the Institutional Ethical Board of International Centre 
for Collaborative Research (ICCR), Omayal Achi College of Nursing which was held on 
December 2014 and the ethical principles followed were: 
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1. BENEFICENCE 
The investigator followed the fundamental ethical principles of beneficence by 
adhering to: 
A. The right to freedom from harm and discomfort 
 The study was beneficial for the participants as it improved their knowledge and 
attitude regarding drug compliance. 
B. The right to protection from exploitation 
 The investigator explained the procedure and nature of the study to the caregivers 
and ensured that none of the participant would be exploited or denied fair treatment.    
2. RESPECT FOR HUMAN DIGNITY 
The researcher followed the second ethical principle of respect for human 
dignity. It includes the right to self determination and right to self disclosure. 
A. The right to self determination 
 The investigator gave full freedom to the caregivers to decide voluntarily whether 
to participate in the study or to withdraw from the study and the right to ask questions. 
B. The right to full disclosure 
 The researcher has fully described the nature of the study; the person’s right to 
refuse participation and then the oral and written informed consent was obtained from 
the participants. 
3. JUSTICE 
 The researcher adhered to the third ethical principle of justice. It includes 
participants right to fair treatment and right to privacy. 
A. Right to fair treatment 
 The researcher selected the study participants based on the research requirements.  
No vulnerable or compromised candidates were selected as study participants. 
B. Right to privacy 
 The researcher maintained the study participant’s privacy throughout the study. 
28 

4. CONFIDENTIALITY 
 The researcher maintained confidentiality of the data provided by the study 
participants. 
3.13 RELIABILITY OF THE TOOL 
  The reliability for knowledge questionnaire was done by inter-rater method using 
the formula, 
                      r =                  No. of agreements                 
                               No. of agreement + disagreements  
The reliability for attitude scale was done by split half method using the formula, 
          r =        (x - x) (y – y)        
                                (x – x)2  (y – y)2
The reliability obtained for the structured knowledge questionnaire was 0.98 and 
for attitude scale was 0.99. The ‘r’ value indicated positive correlation, which showed 
that the tool was reliable for the researcher for conducting the main study. 
3.14 PILOT STUDY 
The study was conducted after obtaining ethical committee clearance from 
International Centre for Collaborative Research (ICCR). A formal written permission 
was sought from The Principal, Omayal Achi College of Nursing and The Director, 
Mercy Hospital, Trichy where the pilot study was conducted.  
The researcher selected 10 caregivers who fulfilled the inclusion criteria using       
non-probability purposive sampling technique. A brief explanation was given regarding 
purpose of the study to the study participants and written consent was obtained. 
On 14.05.15 demographic details were obtained from the study participants 
through the structured profile, then the researcher assessed the pre test level of 
knowledge and attitude regarding drug compliance by structured knowledge 
questionnaire and attitude scale. After that the investigator gave multimedia 
psychoeducation package regarding drug compliance through lecture cum group 
discussion for 30 minutes, video show for 20 minutes, psychodrama for 15 minutes and 
DVD for reinforcement. On 21.05.15 post test was conducted by using the same tool. 
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The result of the pilot study revealed that the assessment and intervention tool was 
reliable, feasible and practicable to conduct the main study.  
3.15 PROCEDURE FOR DATA COLLECTION
The main study was conducted after obtaining a formal written permission from 
The Principal, Omayal Achi College of Nursing, Ethical Committee Clearance from 
International Centre for Collaborative Research (ICCR) and The Director, Athma 
Hospital, Trichy. The researcher was designated as a research trainee. The researcher got 
formal permission for psychodrama from The Principal, Jennys College of Nursing for 
involving the B.Sc Nursing III year students who were in Athma Hospital for their 
mental health nursing clinical posting. The researcher trained the students for 
psychodrama. 
The researcher introduced about self and then gave a brief explanation regarding 
the purpose of the study. Written informed consent was obtained and confidentiality was 
reassured. 
The researcher selected the in-patient caregivers based on selection criteria and 
who was accompanying the clients in the hospital for atleast 2 weeks. The demographic 
variables were collected individually by a structured interview method followed by 
which the pre test was given using structured knowledge questionnaire and attitude scale. 
The participants were made to sit comfortably and it took about 20 min for each 
participants to complete. 
After completing the pre test, the researcher gave interventions to the caregivers 
in the conference hall. The intervention was given between 2pm – 3pm because the 
clients were made to sleep and the caregivers were free to attend the class. The 
researcher started with lecture cum discussion, played video show and then the students 
enacted the psychodrama and finally the session ended with clarification of queries and 
DVD was given to all the study participants for reinforcement. 
After the intervention, 7th day the researcher conducted the post test by using the 
same structured knowledge questionnaire and attitude scale.  
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Group Weeks 
Number of 
members 
Procedure 
Pre test Intervention Post test 
I 1st  & 2nd 30 
25.05.15 to 
28.05.15 
29.05.15 
5.06.15  
& 6.06.15 
II 3 rd & 4th 30 
8.06.15 to 
11.06.15 
12.06.15 
19.06.15 & 
20.06.15 
3.16 PLAN FOR DATA ANALYSIS 
The data was analyzed by using both descriptive and inferential statistics. 
3.16.1 Descriptive Statistics 
1. Frequency and percentage distribution was used to analyze the demographic 
variables. 
2. Mean and standard deviation was used to analyze the pre and post test level of 
knowledge and attitude regarding drug compliance. 
3.16.2. Inferential statistics 
1. Paired ‘t’ test was used to compare the pre test and post test level of knowledge 
and attitude regarding drug compliance. 
2. Karl Pearson correlation co-efficient was used to study the relationship between 
the knowledge and attitude of the caregivers regarding drug compliance. 
3. One way ANOVA was used to associate the pre and post test mean score of 
knowledge and attitude with  their selected demographic variables. 
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FIG. 3.1 SCHEMATIC REPRESENTATION OF RESEARCH METHODOLOGY
TARGET POPULATION 
All the caregivers of clients with chronic psychiatric illness 
ACCESSIBLE POPULATION 
Caregivers of clients with chronic psychiatric illness at ATHMA hospital 
DESIGN 
Pre experimental one group pre test post test design 
SAMPLING TECHNIQUE 
Non-probability purposive sampling technique 
METHOD OF DATA COLLECTION 
The data was collected by structured interview
INTERVENTION
Multimedia psychoeducation package 
PRE TEST 
Assessment of knowledge by structured knowledge questionnaire and attitude by using 
attitude scale
POST TEST 
Assessment of knowledge by structured knowledge questionnaire and attitude by using 
attitude scale
DATA ANALYSIS AND INTERPRETATION 
RESEARCH REPORT 
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DATA ANALYSIS AND INTERPRETATION 
This chapter deals with analysis and interpretation of the data collected from 60 
caregivers of clients with chronic psychiatric illness at selected setting. The data 
collected was organized, tabulated and analyzed according to the objectives. The 
findings based on the descriptive and inferential statistical analysis are presented under 
the following sections. 
ORGANIZATION OF THE DATA 
Section 4.1: Description of the demographic variables of caregivers of clients with 
chronic psychiatric illness. 
Section 4.2: Description of the demographic variables of clients with chronic 
psychiatric illness. 
Section 4.3: Assessment of pre and post test level of knowledge and attitude regarding 
drug compliance among caregivers of clients with chronic psychiatric 
illness. 
Section 4.4:  Effectiveness of multimedia psychoeducation package on knowledge and 
attitude regarding drug compliance among caregivers of clients with 
chronic psychiatric illness. 
Section 4.5:  Correlation between post test knowledge score with attitude score 
regarding drug compliance among caregivers of clients with chronic 
psychiatric illness. 
Section 4.6:  Association of selected demographic variables with their pre and post test 
mean score of knowledge and attitude regarding drug compliance among 
caregivers of clients with chronic psychiatric illness. 
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SECTION 4.1: DESCRIPTION OF THE DEMOGRAPHIC VARIABLES OF 
CAREGIVERS OF CLIENTS WITH CHRONIC PSYCHIATRIC ILLNESS. 
Table 4.1.1: Frequency and percentage distribution of demographic variables of 
caregivers of clients with chronic psychiatric illness with respect to age in years, 
gender, duration of care (years), duration of stay with the client and education. 
N = 60 
S.No. Demographic Variables No. % 
1. Age in years     
21-30 10 16.67 
31-40 15 25.00 
41-50 12 20.00 
51-60 20 33.33 
61-70 3 5.00 
2. Gender     
Male 15 25.00 
Female 45 75.00 
3. Duration of care (Years)     
1 – 3 30 50.00 
3  – 6 11 18.33 
6 –  9 7 11.67 
> 9 12 20.00 
4. Duration of stay with the client     
6 months - 1 yr 0 0.00 
1 - 2 yrs 0 0.00 
2 - 3 yrs 3 5.00 
>3 yrs 57 95.00 
5. Education     
Professors / Honours 1 1.67 
Graduate / post graduate 14 23.33 
Intermediate/ post high school diploma 13 21.67 
High school  8 13.33 
Middle school  5 8.33 
Primary school  10 16.67 
Non literate 9 15.00 
The above table showed that majority of the caregivers were in their late 
adulthood, predominantly females providing care for the period of 1-3 years and staying 
with the chronic psychiatric illness clients for more than 3 years. 
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Table 4.1.2: Frequency and percentage distribution of demographic variables of 
caregivers of clients with chronic psychiatric illness with respect to occupation, 
family monthly income, type of family and number of family members. 
N = 60 
S.No. Demographic Variables No. % 
1. Occupation 
Profession 8 13.33 
Semi profession 3 5.00 
Clerical/Shop owner/Farmer 8 13.33 
Skilled worker 6 10.00 
Semi skilled worker 1 1.67 
Unskilled worker 5 8.34 
Unemployed 29 48.33 
2. Family monthly income in Rupees     
36017 1 1.67 
18000 – 36016 6 10.00 
13495 – 17999 12 20.00 
8989 – 13494 17 28.33 
5387 – 8988 10 16.67 
1803 – 5386 14 23.33 
1802 0 0.00 
3. Type of family     
Nuclear family 51 85.00 
Joint family 9 15.00 
Extended family 0 0.00 
Broken family 0 0.00 
4. Number of family members     
<3  6 10.00 
3 – 5 44 73.33 
6 – 10 10 16.67 
>10 0 0.00 
The above table depicts that majority of the caregivers were unemployed, belong 
to lower middle class and nuclear family. 
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Table 4.1.3: Frequency and percentage distribution of demographic variables of 
caregivers of clients with chronic psychiatric illness with respect to residence, type 
of chronic physical illness, marital history and relationship with the client. 
N = 60 
S.No. Demographic Variables No. % 
1. Residence  
Rural  22 36.7 
Urban  34 56.7 
Semi urban 4 6.6 
2. Type of chronic physical illness 
Yes 13 21.67 
No 47 78.33 
3. Marital history     
Married 48 80.00 
Single 5 8.33 
Widow 7 11.67 
Divorced 0 0.00 
4. Relationship with the client     
Family member 60 100.00 
Friend 0 0.00 
Paid caregiver 0 0.00 
Neighbour 0 0.00 
The above table revealed that majority of the caregivers were residing in urban 
area and most of them had no complaints of chronic physical illness. Majority of the 
caregivers were married and almost all the caregivers were family members of the clients 
with chronic psychiatric illness. 
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SECTION 4.2: DESCRIPTION OF THE DEMOGRAPHIC VARIABLES OF 
CLIENTS WITH CHRONIC PSYCHIATRIC ILLNESS. 
Table 4.2.1: Frequency and percentage distribution of demographic variables of 
clients with chronic psychiatric illness.  
N = 60 
S.No. Demographic  Variables No. % 
1. Age in years     
 21 - 30 16 26.67 
31 - 40 19 31.67
 41 - 50 14 23.33 
 51 - 60 9 15.00 
61 - 70 2 3.33
2. Type of psychiatric illness     
 Psychosis 59 98.33 
 Neurosis 1 1.67 
3. Gender     
 Male 31 51.67 
 Female 29 48.33 
4. Chronicity of illness (years) 
 1 – 3 27 45.00 
 3 – 6 16 26.67 
 6 - 9 6 10.00 
 >9 11 18.33 
5. History of relapse     
 Yes 56 93.33 
No 4 6.67
 The above table revealed that majority of the clients were in the age group of     
31– 40 years, diagnosed with psychosis and males suffering from psychiatric illness for 
the past 1-3 years. Majority of the clients had history of relapse, which is the 
consequence of drug non-compliance that resulted in re-hospitalization.
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SECTION 4.4: EFFECTIVENESS OF MULTIMEDIA PSYCHOEDUCATION 
PACKAGE ON KNOWLEDGE AND ATTITUDE REGARDING DRUG         
COMPLIANCE AMONG CAREGIVERS OF CLIENTS WITH CHRONIC
PSYCHIATRIC ILLNESS. 
Table 4.4.1: Comparison of pre and post test level of knowledge and attitude 
regarding drug compliance among caregivers of clients with chronic psychiatric 
illness.    
N = 60 
Variables  Pre Test  Post Test Paired ‘t’ Value 
Mean  S.D Mean S.D 
Knowledge  6.96 2.38 11.98 1.65 t = 17.438 
p = 0.001, S*** 
Attitude  17.30 4.21 27.0 3.26 t = 27.877 
p = 0.001, S***  
***p<0.001, S – Significant 
The above table depicts that the multimedia psychoeducation package has 
imparted adequate knowledge and developed favourable attitude regarding drug 
compliance to the caregivers of clients with chronic psychiatric illness. This change will 
reduce relapse and re-hospitalization of psychiatric clients and thereby reduces the 
caregivers burden.  
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SECTION 4.5: CORRELATION BETWEEN POST TEST KNOWLEDGE 
SCORE WITH ATTITUDE SCORE REGARDING DRUG COMPLIANCE
AMONG CAREGIVERS OF CLIENTS WITH CHRONIC PSYCHIATRIC 
ILLNESS. 
Table 4.5.1: Correlation between post test knowledge score with attitude score 
regarding drug compliance among caregivers of clients with chronic psychiatric 
illness.    
N = 60 
Variables Mean S.D ‘r’ Value 
Knowledge 11.98 1.65 r = 0.472 
p = 0.001, S*** Attitude 27.0 3.26 
***p<0.001, S – Significant 
 The table 4.5.1 indicates that when the post test level of knowledge regarding 
drug compliance among caregivers of clients with chronic psychiatric illness increases 
their post test level of attitude also increases. It portrays that the caregivers understood 
the importance of treatment adherence which prevents relapse and re-hospitalization and 
improves quality of life of both clients and caregivers. 
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SECTION 4.6: ASSOCIATION OF SELECTED DEMOGRAPHIC VARIABLES 
WITH THEIR PRE AND POST TEST MEAN SCORE OF KNOWLEDGE AND 
ATTITUDE REGARDING DRUG COMPLIANCE AMONG CAREGIVERS OF 
CLIENTS WITH CHRONIC PSYCHIATRIC ILLNESS. 
Table 4.6.1: Association of selected demographic variables with their pre and post 
test mean score of knowledge and attitude regarding drug compliance among 
caregivers of clients with chronic psychiatric illness. 
              N = 60
Demographic 
Variables of 
caregivers 
Pre test 
knowledge 
Post test 
knowledge Pre test attitude Post test attitude 
F Sig. F Sig. F Sig. F Sig. 
Age in years 0.693 0.600 2.992 .026* 1.231 0.309 2.269 0.073 
Gender 0.192 0.663 0.732 0.396 0.357 0.552 0.132 0.718 
Duration of care 
(years) 0.565 0.640 1.004 0.398 3.552 .020* 1.959 0.131 
Duration of stay 
with client (years) 0.599 0.442 0.485 0.489 0.995 0.323 0.293 0.590 
Education 1.111 0.368 2.449 .036* 1.628 0.158 3.029 0.013* 
Occupation 1.042 0.409 1.607 0.163 0.917 0.490 1.355 0.250 
Family monthly 
income 0.690 0.633 1.256 0.296 1.060 0.393 1.144 0.349 
Type of family 1.793 0.186 3.939 0.052 0.012 0.912 1.233 0.271 
Number of family 
members 1.022 0.366 3.253 0.04* 0.130 0.878 1.286 0.284 
Residence 2.688 0.077 2.033 0.140 6.356 0.003* 7.121 0.002*
Type of chronic 
physical illness 0.540 0.465 0.022 0.883 2.474 0.121 0.082 0.776 
Marital history 0.512 0.602 3.296 0.04* 0.217 0.806 1.968 0.149 
Relationship with 
the client 1.549 0.172 2.597 0.02* 1.123 0.363 1.518 0.182 
The findings in the above table showed that the demographic variables of 
caregivers such as age, duration of care, education, number of family members, 
residence, marital history and relationship with the client had significant association with 
the pre and post test mean score of knowledge and attitude. 
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Table 4.6.2: Association of selected demographic variables with their pre test mean 
score of knowledge regarding drug compliance among caregivers of clients with 
chronic psychiatric illness.                                                                  
N = 60 
Demographic variables of 
caregivers 
Pre test mean score 
of knowledge 
ANOVA 
F Sig. 
Family monthly income in 
Rupees 
0.690 
p =0.633 
NS 
36017 8.25 
18000 – 36016 6.33 
13495 – 17999 7.35 
8989 – 13494 7.83 
5387 – 8988 9.00 
1803 – 5386 6.40 
1802 6.41 
Type of family 
1.793 p =0.186 
NS 
Nuclear family 7.13 
Joint family 6.00 
Extended family 0 
Broken family 0 
NS – Nil significant 
The above table depicts that none of the variables had significant association with 
their pre test mean score of knowledge. 
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Table 4.6.3: Association of selected demographic variables with their post test mean 
score of knowledge regarding drug compliance among caregivers of clients with 
chronic psychiatric illness.                                                                  
N = 60 
Demographic variables of 
caregivers 
Post test mean score of 
knowledge 
ANOVA 
F Sig. 
Age in years 
2.992 p = 0.026 S* 
21-30 13.20
31-40 12.33
41-50 11.16
51-60 11.55 
61-70 12.33 
Education  
2.449 p = 0.036 S* 
Professors/ Honours 14.00 
Graduate / post graduate 13.07 
Intermediate/ post high school 
diploma 
11.38 
High school  12.12 
Middle school  12.40 
Primary school 11.40 
Non literate 11.22 
Number of family members 
3.253 p= 0.046 
S* 
<3  11.33 
3 – 5 12.29 
6 – 10 11.00 
>10 0 
Marital history  
3.296 p= 0.044 S*
Married 11.91 
Single 13.60 
Widow 11.28 
Divorced 0 
Relationship with the client 
2.597 p= 0.022 S* 
Mother 11.53 
Husband 11.22 
Wife 12.30 
Daughter 13.00 
Son 12.33 
Daughter in law 15.00 
Father 14.00 
Brother 11.50 
S*- significant at p<0.05 
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The above table depicts that after exposure to multimedia psychoeducation 
package the younger age group has gained ample knowledge comparable with other age 
group. Similarly, the educational status shows that higher the education greater the 
knowledge was imparted. Subsequently caregivers with 3 - 5 members in a family had 
shown improvement in acquiring knowledge. Caregivers who were single showed 
greater response which indicated that they were highly dedicated and committed in 
giving care to the clients with psychiatric illness. Almost all the caregivers were the 
family members, among them the daughter-in-law had been enriched with knowledge 
comparable with other family members. 
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Table 4.6.4: Association of selected demographic variables with their pre test mean 
score of attitude regarding drug compliance among caregivers of clients with 
chronic psychiatric illness. 
N = 60 
Demographic variables of 
caregivers 
Pre test mean 
score of attitude 
ANOVA 
F Sig. 
Duration of care (years)  
3.552
p = 0.020
S* 
1 – 3 18.17 
3 – 6 16.64 
6 – 9 13.00 
> 9 18.25 
Residence  
6.356 
p = 0.003 
S** 
Rural  16.05 
Urban  18.68 
Semi urban 12.50 
**p<0.01,*p<0.05, S - Significant 
The above table clearly indicates that prior exposure to multimedia 
psychoeducation package, the caregivers with greater duration of care residing in urban 
area had positive attitude regarding drug compliance.  
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Table 4.6.5: Association of selected demographic variables with their post test mean 
score of attitude regarding drug compliance among caregivers of clients with 
chronic psychiatric illness. 
N = 60 
Demographic variables of 
caregivers 
Post test mean score 
of attitude 
ANOVA 
F Sig. 
Education   
3.552 p = 0.013
S* 
Professors / Honours 30.00 
Graduate / post graduate 29.21 
Intermediate / post high school 
diploma 
27.46 
High school  27.38 
Middle school 25.60 
Primary school 25.30 
Non literate 24.89 
Residence 
7.121 
p = 0.002 
S** 
Rural 25.36 
Urban 28.26 
Semi urban 25.25 
**p <0.01, *p<0.05, S - Significant 
  The above table indicates that the caregivers residing in urban with higher 
qualification had developed favorable attitude towards drug compliance rather than 
others. 
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DISCUSSION 
This chapter deals with the discussion of the findings of the study interpreted 
from the statistical analysis. The findings are discussed in relation to the objectives 
specified in the study. It is presented in line with the objectives of the study. 
5.1 Description of the demographic variables of caregivers and clients of chronic 
psychiatric illness. 
With regard to age in years, majority of the caregivers 20(33.33%) were in the 
age group of 51 – 60 yrs, 45(75%) were female, when considering the duration of care 
30(50%) were caring the clients for 1 – 3 years, 57(95%) were staying with the client for 
>3 yrs, the data related to educational status 14(23.33%) were graduates/post graduates, 
29(48.33%) were unemployed, 17(28.33%) had a family monthly income of        
Rs.8989-13494, 51(85%) belong to nuclear family, with respect to family members 
44(73.33%) had 3 – 5 family members, 34(56.67%) were from urban area, 47(78.33%) 
had no chronic physical illness, 48(80%) were married and almost all (100%) were 
family member of the client. 
Whereas for clients, majority of them 19(31.67%) were in the age group of         
31 – 40 yrs, 59(98.33%) had psychosis, 31(51.67%) were male, 27(45%) were suffering 
from psychiatric illness for 1 – 3 yrs and 56(93.33%) had history of relapse. 
5.2 The first objective was to assess the pre and post test level of knowledge and 
attitude regarding drug compliance among caregivers of clients with chronic 
psychiatric illness. 
  Fig.4.3.1 showed the percentage distribution of pre and post test level of 
knowledge regarding drug compliance among caregivers of clients with chronic 
psychiatric illness. It revealed that majority 34(56.67%) had inadequate knowledge and 
26(43.33%) had moderately adequate knowledge whereas in the post test 34(56.67%) 
had adequate knowledge and 26(43.33%) had moderately adequate knowledge.   
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Fig.4.3.2 showed the percentage distribution of pre and post test level of attitude 
regarding drug compliance among caregivers of clients with chronic psychiatric illness. 
It revealed that in the pre test, majority 35(58.33%) had moderately favourable attitude, 
22(36.67%) had unfavourable attitude and only 3(5%) had favourable attitude regarding 
drug compliance among caregivers of client with chronic psychiatric illness. In the post 
test, after the administration multimedia psychoeducation package majority 53(88.33%) 
had favourable attitude, 6(10%) had moderately favourable and only 1(1.67%) had 
unfavourable attitude regarding drug compliance among caregivers of clients with 
chronic psychiatric illness. 
5.3 The second objective was to assess the effectiveness of multimedia 
psychoeducation package on knowledge and attitude regarding drug compliance 
among caregivers of clients with chronic psychiatric illness. 
Table 4.4.1 showed the comparison of pre and post test level of knowledge and 
attitude regarding drug compliance among caregivers of clients with chronic psychiatric 
illness, the pre test mean score of knowledge was 6.96 with SD of 2.38 and the post test 
mean score of knowledge was 11.98 with SD of 1.65. The calculated paired ‘t’ value was         
t = 17.438 was found to be statistically significant at p<0.001 level. The pre test mean 
score of attitude was 17.30 with SD of 4.21 and the post test mean score of attitude was 
27.0 with SD of 3.26. The calculated paired ‘t’ value was t = 27.877 was found to be 
statistically significant at p<0.001 level. 
This clearly indicates that the multimedia psychoeducation package has imparted 
adequate knowledge and developed favourable attitude towards drug compliance among 
caregivers of clients with chronic psychiatric illness. This change in knowledge and 
attitude will reduce relapse and re-hospitalization of psychiatric clients and thereby 
reduces the caregivers burden. 
The findings were supported by Sagun (2012) conducted a quasi experimental 
study to assess the efficacy of psycho-educational intervention programme on 
schizophrenia in relapse prevention among significant caregivers at Tuticorin 
government hospital using convenience sampling technique.  A semi structured 
knowledge questionnaire and modified attitude scale was used and the results revealed 
that 93%  had adequate knowledge and 7% had moderately adequate knowledge, 18% 
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had favourable attitude and 82% had most favourable attitude and the intervention tool 
had significant improvement on knowledge and attitude among caregivers. 
Hence the null hypothesis NH1 stated earlier that “There is no significant 
difference between pre and post test level of knowledge and attitude regarding drug 
compliance among caregivers of clients with chronic psychiatric illness at p<0.05 
level” was rejected.      
The conceptual framework used for this study was based on J.W.Kenny’s open 
system model. The open system theory concerned with changes due to interaction 
between the various factors (variables) in a situation. In human beings, interaction 
between person and environment change continuously. The key concepts of Kenny’s 
open system model are input, throughout and output. Input refers to the matters and 
information, which are continuously processed through the system and released as 
outputs. After processing the input, the system returns output (matter and information) to 
the environment in a altered state, affecting the environment for information to guide its 
operation. This feedback information of environment responses to the system output is 
used by the system in adjustment correlation with the environment. Feedback may be 
possible, negative or neutral. 
The investigator assessed the pre test level of knowledge and attitude of the 
caregivers of clients with chronic psychiatric illness regarding drug compliance and it is 
continuously processed information in the environment. Through educating the 
caregivers regarding drug compliance the investigator changes system and expected 
outcome after processing the information. The investigator found that through 
administering the multimedia psychoeducation package the caregivers gained adequate 
knowledge and developed positive attitude regarding drug compliance.                                                      
5.4 The third objective was to correlate the post test level of knowledge score with 
attitude score regarding drug compliance among caregivers of clients with chronic 
psychiatric illness.
Table 4.5.1 showed the correlation between post test level of knowledge score 
with attitude score regarding drug compliance among caregivers of clients with chronic 
psychiatric illness,  the mean score of knowledge was 11.98 with SD of 1.65 and the post 
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mean score of attitude was 27.0 with SD of 3.26. The calculated Karl Pearson’s 
correlation value was r = 0.472 showed a positive correlation which was found to be 
statistically significant at p<0.001 level. 
  This clearly indicates that when the post test level of knowledge regarding drug 
compliance among caregivers of clients with chronic psychiatric illness increases their 
post test level of attitude also increases. It portrays that the caregivers have understood 
the importance of treatment adherence which prevents relapse and re-hospitalization and 
improves quality of life of both clients and caregivers. 
Hence the null hypothesis NH2 stated earlier that “There is no significant 
correlation between the post level of knowledge score with attitude score regarding 
drug compliance among caregivers of clients with chronic psychiatric illness at 
p<0.05 level” was rejected. 
5.5 The fourth objective was to associate the selected demographic variables with 
their pre and post test mean score of knowledge and attitude regarding drug 
compliance among caregivers of clients with chronic psychiatric illness.  
  The association between the selected demographic variables with their pre and 
post test mean score of knowledge and attitude regarding drug compliance among 
caregivers of clients with chronic psychiatric illness was done using one way ANOVA 
test. 
The statistical analysis shows that the demographic variables of caregivers age, 
duration of care, education, number of family members, marital history, residence and 
relationship with client had shown statistically significant association with their pre and 
post test mean score of knowledge and attitude among caregivers of clients with chronic 
psychiatric illness at p< 0.05. 
This finding was supported by Vijay.P (2012) conducted a study to assess the 
knowledge and attitude concerning mental illness in adults at Jalgaon. The results 
revealed that there was a significant difference in knowledge and attitude scores of 
samples residing in the urban and rural areas. Among the rural participants 78% had poor 
knowledge and 86% had negative attitude whereas in urban area 82% had knowledge 
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and 94% had positive attitude towards mental illness. As the knowledge about mental 
illness increases their attitude towards mental illness also increases simultaneously, 
which reduced the stigmatization of mental illness in the community area. The results 
also revealed that the demographic variables such as economical status and education 
had significant association with knowledge and attitude score among adults.  
Hence the null hypothesis NH3 stated earlier “There is no significant 
association of selected demographic variables with their pre and post test mean 
score of knowledge and attitude regarding drug compliance among caregivers of 
clients with chronic psychiatric illness at p<0.05 level” was rejected for the 
demographic variable of caregivers namely age, duration of care, education, number of 
family members, marital history, relationship with the client,  residence and accepted for 
other demographic variables of caregivers and clients. 
Thus the researcher found that multimedia psychoeducation package was an 
effective intervention in improving knowledge and attitude regarding drug compliance 
among caregivers of clients with chronic psychiatric illness which was supported by the 
review of literature and was proved statistically.   
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SUMMARY, CONCLUSION, IMPLICATIONS, 
RECOMMENDATIONS AND LIMITATIONS
This chapter deals with the summary, conclusion, implications, recommendations 
and limitations, plan for research dissemination and plan for research utilization. 
6.1 SUMMARY 
 Clients with chronic psychiatric illness have great difficulty in following drug 
compliance. Drug non-compliance contributes to relapse and re-hospitalization and it can 
be devastating for clients and their family members in terms of personal suffering, 
hospitalization and reduced quality of life. 
 Caregivers play a crucial role in providing optimal care to the psychiatric clients. 
They are the persons who are directly and actively involved in the patient’s care and they 
have the responsibility of seeking help for the psychiatric clients. The treatment is more 
effective when caregivers are equipped with the proper knowledge and attitude regarding 
drug compliance. In view of improving the knowledge and attitude regarding drug 
compliance the researcher conducted the study to assess the effectiveness of multimedia 
psychoeducation package. The study findings revealed that the multimedia 
psychoeducation package significantly improved the level of knowledge and developed 
positive attitude regarding drug compliance.
6.1.1 The statement of the problem was
A pre experimental study to assess the effectiveness of multimedia psychoeducation 
package on knowledge and attitude regarding drug compliance among caregivers of 
clients with chronic psychiatric illness at selected setting, Trichy.  
6.1.2 The objectives of the study were 
1. To assess the pre and post test level of knowledge and attitude regarding drug 
compliance among caregivers of clients with chronic psychiatric illness. 
2. To assess the effectiveness of multimedia psychoeducation package on 
knowledge and attitude regarding drug compliance among caregivers of clients 
with chronic psychiatric illness. 
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3. To correlate the post test level of knowledge score with attitude score regarding 
drug compliance among caregivers of clients with chronic psychiatric illness. 
4. To associate the selected demographic variables with their pre and post test mean 
score of knowledge and attitude regarding drug compliance among caregivers of 
clients with chronic psychiatric illness. 
6.1.3 The study was based on the assumptions that  
1. Caregivers may have some level of knowledge and attitude regarding drug 
compliance. 
2. Multimedia psychoeducation package may improve the caregivers knowledge 
and develop favourable attitude regarding drug compliance of clients with 
chronic psychiatric illness.  
6.1.4 The Null hypotheses formulated were
NH1: There is no significant difference between pre and post test level of knowledge and 
attitude regarding drug compliance among caregivers of clients with chronic 
psychiatric illness at p<0.05 level.                                                                    
NH2: There is no significant correlation between the post test level of knowledge score 
with attitude score regarding drug compliance among caregivers of clients with 
chronic psychiatric illness at p<0.05 level. 
NH3: There is no significant association of selected demographic variables with their pre 
and post test mean score of knowledge and attitude regarding drug compliance 
among caregivers of clients with chronic psychiatric illness at p<0.05 level. 
The review of literature was derived from primary and secondary sources along 
with professional experience and expert’s guidance in the field of mental health nursing. 
This provided a strong foundation for the selection of the problem and also strengthened 
the ideas for conceptual framework, aided to design the methodology and develop the 
tool for data collection. The conceptual framework used for this study was based on 
J.W.Kenny’s open system model.  
The methodology for this study was pre experimental one group pre test and post 
test design. The tool used was a structured knowledge questionnaire and attitude scale to 
assess the knowledge and attitude regarding drug compliance. The tool was validated by 
54 

medical and psychiatric nursing experts. The pilot study was conducted to find the 
feasibility of the study. 
The pilot study was conducted at Mercy hospital, Trichy and the study results 
was found to be practicable and feasible to proceed with the main study. The reliability 
of the tool was done by inter-rater method and split half method. The reliability obtained 
for the structured knowledge questionnaire was 0.98 and for attitude scale was 0.99. The 
‘r’ value indicated positive correlation, which showed that the tool was reliable for the 
researcher for conducting the main study. 
The ethical principles were followed throughout the study by obtaining ethical 
clearance certificate from the International Centre for Collaborative Research (ICCR), 
formal permission from the respective organization and informed consent from the 
caregivers. Privacy and confidentiality was maintained throughout the data collection 
period. 
The main study data collection was conducted for a period of 4 weeks. The data 
collected during the main study was analysed using SPSS version 13. 
6.1.5 Major findings of the study were   
The analysis revealed that in the pre test, 26(43.33%) had moderately adequate 
knowledge and 34(56.67%) had inadequate knowledge regarding drug compliance 
among caregivers of clients with chronic psychiatric illness. The results showed that in 
the post test, 34(56.67%) had adequate knowledge and 26(43.33%) had moderately 
adequate knowledge

The analysis revealed that in the pre test, 35(58.33%) had moderately favourable 
attitude, 22(36.67%) had unfavourable attitude and only 3(5%) had favourable 
attitude.The results showed that in the post test 53(88.33%) had favourable attitude, 
6(10%) had moderately favourable and only 1(1.67%) had unfavourable attitude.                                      
The analysis of comparison of pre and post test level of knowledge regarding 
drug compliance among caregivers revealed that the pre test mean score of knowledge 
was 6.96 with SD of 2.38 and the post test mean score of knowledge was 11.98 with SD 
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of 1.65. The calculated paired ‘t’ value was t = 17.438 was found to be statistically 
significant at p<0.001 level. 
The analysis of comparison of pre and post test level of attitude revealed that the 
pre test mean score of attitude was 17.30with SD of 4.21 and the post test mean score of 
attitude was 27.0 with SD of 3.26. The calculated paired ‘t’ value was t = 27.877 was 
found to be statistically significant at p<0.001 level. Hence the null hypotheses NH1
stated earlier that “There is no significant difference between pre and post test level 
of knowledge and attitude regarding drug compliance among caregivers of clients 
with chronic psychiatric illness at p<0.05 level” was rejected.            
The correlation between post test level of knowledge score with attitude score 
regarding drug compliance among caregivers showed that the mean score of knowledge 
was 11.98 with SD of 1.65 and the mean score of attitude was 27.0 with SD of 3.26. The 
calculated Karl Pearson’s correlation value was r = 0.472 showed a positive correlation 
which was found to be statistically significant at p<0.001 level. Hence the null 
hypotheses NH2  stated earlier that “There is no significant correlation between the 
post test level of knowledge score with attitude score regarding drug compliance 
among caregivers of clients with chronic psychiatric illness at p<0.05 level” was 
rejected. 
The association of selected demographic variables with their pre and post test 
mean score of knowledge and attitude showed that the demographic variables of 
caregivers such as age,  duration of care, education, number of family members, 
residence, marital history  and  relationship with client had shown statistically significant 
association. Hence the null hypotheses NH3 stated earlier that “There is no significant 
association of selected demographic variables with their pre and post test mean 
score of knowledge and attitude regarding drug compliance among caregivers of 
clients with chronic psychiatric illness at p<0.05 level” was rejected for the above 
variables and was accepted for the other variables.  
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6.2 CONCLUSION
The researcher through the study concluded that after exposure of multimedia 
psychoeducation package there was a significant difference in the level of knowledge 
and attitude among caregivers of clients with chronic psychiatric illness. The findings of 
the study showed that the post test mean knowledge score was 11.98 with SD of 1.65, the 
calculated paired ‘t’ value was t = 17.438. The attitude post test mean score was 27.0 
with SD of 3.26, the calculated paired ‘t’ value was t = 27.877. These values indicated 
that the Multimedia psychoeducation package was an effective intervention to improve 
the level of knowledge and attitude regarding drug compliance among caregivers of 
clients with chronic psychiatric illness.  
6.3 IMPLICATIONS
The investigator has drawn the following implications from the study which is of 
vital concern for nursing practice, nursing education, nursing administration and nursing 
research. 
6.3.1 Nursing Practice 
• Nursing personnel can provide necessary counselling and psychoeducation to the 
caregivers of psychiatric clients. 
• Community mental health nurse can also utilize this multimedia psychoeducation 
package for educating the psychiatric clients and their caregivers. 
• CNE programmes can be planned for the psychiatric nurses regarding drug 
compliance.  
• The psychiatric nurse needs to encourage and motivate the caregivers to follow 
drug adherence. 
6.3.2 Nursing Education 
• Nurse educator can teach the importance of drug compliance for psychiatric 
illness to the family members. 
• Nursing students must be prepared to provide psychoeducation on drug 
compliance to the family members.  
• Nurse educator should take initiative to organize psychoeducation regarding drug 
compliance to the caregivers of clients with psychiatric illness. 
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6.3.3 Nursing Administration 
• Nurse administrator should plan for in-service education programs for staff 
nurses regarding drug compliance.  
• Nurse administrator should plan for mass awareness campaign regarding drug 
compliance in the psychiatric hospitals and community areas.    
6.3.4 Nursing Research 
• Nurse researcher communicates these findings to the public sector so as to 
enhance health care programs. 
• Extensive researches can be done in various settings regarding drug compliance 
to improve the knowledge and attitude of the caregivers of psychiatric clients.  
• Nurse researcher can disseminate the study findings to nurses working in 
psychiatric units to apply it in practice. 
6.4 PLAN FOR RESEARCH DISSEMINATION 
            The findings of the research will be disseminated through paper presentation 
either in conference or workshop at the national or international level and will be 
published in psychiatry speciality journals.  
6.5 RESEARCH UTILIZATION 
The researcher will recommend multimedia psychoeducation package utilization 
in various settings. 
6.6 RECOMMENDATIONS
1. The investigator will recommend the Omayal Achi Community Health Centre to 
implement this package along with wellness clinic to prevent relapse. 
2. Compared with a traditional approach, the combination of multimedia 
psychoeducation package and a nursing clinic may help clients and their 
caregivers to achieve and maintain better drug compliance. 
3. Further multimedia based interventions should be developed regarding drug 
compliance to share information among clients and caregivers.  
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6.7 LIMITATIONS 
1. There was no opportunity for a longer period of follow up after the intervention. 
2. The researcher found difficulty in gathering the caregivers for interventions. 

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  APPENDIX – C
LETTER SEEKING EXPERT’S OPINION FOR CONTENT VALIDITY 
From 
Mrs.A.Sasikala 
M.sc (N) I year, 
Omayal Achi College of Nursing, 
Puzhal, Chennai 
To  
Respected Sir/Madam, 
Subject: Requisition for expert opinion for content validity. 
I am Ms.A.Sasikala doing my M.sc Nursing I year specializing in Mental Health Nursing 
at Omayal Achi College of Nursing under the guidance of Dr.Mrs.S.Kanchana, Research 
Director ICCR and Speciality Guide Mrs.P.Jayanthi. As a part of my research project to be 
submitted to the Tamil Nadu Dr. M.G.R. Medical University December 2014 session and in 
partial fulfillment of the University requirement for the award of M.Sc(N) degree, I am 
conducting “A Pre experimental study to assess the effectiveness of multimedia 
psychoeducation package on knowledge and attitude regarding drug compliance among 
caregivers of clients with chronic psychiatric illness at selected setting, Trichy” 2015. I have 
enclosed my data collection and intervention tool for your expert guidance and validation. Kindly 
do the needful.
                                                 Thanking you, 
                                                                                                                  Yours faithfully,                                 
                                                                                                                   (Mrs.A. SASIKALA) 
ENCLOSURES: 
1. Research proposal 
2. Data collection tool 
3. Intervention tool 
4. Content validity form 
5. Certificate for content validity 
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LIST OF EXPERTS FOR CONTENT VALIDITY 
MENTAL HEALTH MEDICAL EXPERTS 
1. Dr. M. Peter fernandez                                                       
M.D., D.P.M., T. D. D., F. I. P. S 
Professor Emeritus (Psychiatry), 
Director, Dr. Fernandez Home for Schizophrenia, 
Mugaliwakam, Chennai – 600 125. 
MENTAL HEALTH NURSING EXPERTS 
1. Dr. (Mrs.). Ciby jose, M.Sc.(N)., Ph.D., 
Principal, 
Venkateshwara College of Nursing, 
Thalambur, Chennai – 600 130. 
2. Mrs. K. Vijayalakshmi, M.Sc.(N)., 
Professor & HOD,  
Department of Mental Health Nursing, 
Apollo College of Nursing, 
Ayanambakkam, Chennai – 600 095. 
3. Mrs. Anuradha. C, M.Sc.(N)., 
Associate Professor, 
Department of Mental Health Nursing,  
Apollo College of Nursing, 
Ayanambakkam, Chennai – 600 095. 
4. Mrs. Neelakshi, M.Sc.(N)., Ph.D.(N) 
Associate Professor, 
Sri Ramachandra College of Nursing, 
Sri Ramachandra University, 
Porur, Chennai – 600 116.  
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PSYCHOLOGY AND SOCIOLOGY EXPERTS 
1. Mr.G.Aravindan, M.Sc. M.Phil., 
Clinical psychologist, 
Athma Hospital & Research, 
Thillai nagar, Trichy – 620018. 
2. Mrs. Zoraida Samuel, MSW 
Psychiatric Social Worker, 
Managing Trustee, Rehoboth home for mentally challenged women, 
Kolathuvancherry, Paraniputhur, 
            Chennai – 602101. 
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APPENDIX – F 
INFORMED CONSENT REQUISITION FORM
Good morning, 
I Mrs.A.Sasikala, M.Sc. (Nursing) student from Omayal Achi College of 
Nursing, Chennai, conducting “A Pre experimental study to assess the effectiveness of 
multimedia psychoeducation package on knowledge and attitude regarding drug 
compliance among caregivers of clients with chronic psychiatric illness at selected 
setting, Trichy” as a partial fulfillment of the requirement for the degree of M.Sc. 
Nursing under the Tamil Nadu Dr. M.G.R Medical University. 
I assure you that information provided by you will be kept confidential. So, I 
request you to kindly cooperate with me and participate in this study by giving your 
frank and honest responses to the questions being asked. 
Thank you. 
Signature of the investigator 
                                                                                                       Sasikala.A
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INFORMED WRITTEN CONSENT FORM 
I understand that I am being asked to participate in a research study conducted by 
Mrs.Sasikala.A, M.Sc(N) student of Omayal Achi College of  Nursing. This study will 
evaluate effectiveness of multimedia psychoeducation package on knowledge and 
attitude regarding drug compliance among caregivers of clients with chronic psychiatric 
illness at selected setting, Trichy. If I agree to participate in the study and no identifying 
information will be included when it is transcribed. I understand that there are no risks 
associated with this study. 
I realize that the knowledge gained from this study may help me. I realize that my 
participation in this study is entirely voluntary, and I may withdraw from the study at any 
time I wish. If I decide to discontinue my participation in this study, I will continue to be 
treated in the usual and customary fashion. 
I understand that all study data will be kept confidential. However, this 
information may be used in nursing publications or presentations. If I need to, I can 
contact Mrs.Sasikala.A Omayal Achi College of Nursing, 45, Ambattur road, Puzhal, 
Chennai any time during the study. 
The study has been explained to me. I have read and understood this consent 
form, all of my questions have been answered, and I agree to participate. I understand 
that I will be given a copy of this signed consent form. 
Signature of participant                                                                            Date  
Signature of investigator                                                                          Date 
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APPENDIX – G 
RESEARCH TOOL 
PART A – DATA COLLECTION TOOL  
SECTION A - DEMOGRAPHIC VARIABLES OF THE CAREGIVER 
Write your response in the box provided 
1. Age in years           
2. Gender          
A) Male 
B) Female 
3. Duration of care (years)         
A) 1 - 3 
B) 3 - 6 
C) 6 - 9 
D) > 9 
4. Duration of stay with the client (years) 
A) 6months  - 1 
B) 1 - 2 
C) 2 - 3 
D) > 3 
5. Education 
A) Professors/honours 
B) Graduate/post graduate 
C) Intermediate/post high school diploma 
D) High school  
E) Middle school  
F) Primary school 
G) Non literate 
6. Occupation 
A) Profession 
B) Semi profession 
xxi 
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C) Clerical/Shop owner/Farmer 
D) Skilled worker 
E) Semi skilled worker 
F) Unskilled worker 
G) Unemployed
7. Family monthly income in Rupees 
A)  36017 
B) 18000-36016 
C) 13495-17999 
D) 8989-13494 
E) 5387-8988 
F) 1803-5386 
G)  1802 
8. Type of family 
A) Nuclear family 
B) Joint family 
C) Extended family 
D) Broken family 
E) Others 
9. Number of family members 
A) < 3 
B) 3 - 5 
C) 6 - 10 
D) > 10 
10. Residence 
A) Rural 
B) Urban 
C) Semi urban 
D) Others 
11. Type of chronic physical illness 
A) Yes 
B) No 
if yes specify 
xxii 
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12. Marital history 
A) Married           
B) Single 
C) Widow 
D) Divorced  
E) Others                        
13. Relationship with client 
A) Family member 
B) Friend 
C) Paid caregiver 
D) Neighbour 
if family member specify the relationship with the client                       .    
DEMOGRAPHIC VARIABLES OF THE CLIENT 
1. Age in years                 
2. Type of psychiatric illness 
A) Psychosis 
B) Neurosis 
3. Gender 
A) Male 
B) Female 
4. Chronicity of illness (years) 
A) 1 - 3 
B) 3 - 6 
C) 6- 9 
D) > 9 
5. History of relapse 
A) Yes 
B) No 
if yes,  specify the reason                  and relapse signs and symptoms  
xxiii 
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SECTION – B Structured knowledge questionnaire 
 Select an option which you feel the best response to the question asked and write 
your response in the box provided. 
1. Psychiatric illness can be treated by 
a) physical therapy 
b) psychological therapy 
c) drug therapy 
d) alternative therapy  
2. Drug compliance means 
a) taking drugs irregularly 
b) taking drugs as prescribed by physician 
c) taking drugs at recommended dosage 
d) taking drugs at regular intervals 
3. Relapse and re-hospitalisation of client with psychiatric illness can be 
significantly prevented by 
a) partial adherence 
b) treatment resistance 
c) diversion therapy 
d) treatment adherence 
4. Treatment adherence for psychiatric client is found to be effective in 
a) increasing mortality 
b) decreasing mortality 
c) decreasing morbidity 
d) increasing morbidity 
5. Drug non-compliance occurs mainly due to 
a) subsiding of symptoms while on treatment 
b) anxiety 
c) rehabilitation 
d) regular follow-up 
xxiv 
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6. Personal threat factor for drug adherence is 
a) presence of extra pyramidal symptoms 
b) cost of medication 
c) resistance to accepting the sick role 
d) peer influences   
7. Relapse is commonly due to 
a) discomfort resulting from treatment 
b) caregivers burden 
c) irregular follow up 
d) drug non-compliance 
8. Early sign of relapse in a client with drug non-compliance requires 
a) immediate hospitalization 
b) rehabilitation 
c) maintaining rapport with the client 
d) home remedies 
9. The most significant sign of relapse is 
a) headache 
b) general weakness 
c) worsening of symptoms 
d) loss of appetite 
10. The relapse sign can be managed by 
a) reducing the activity 
b) reducing the stressor 
c) lowering the medication dose 
d) increasing the activity 
11. Treatment adherence can prevent complication like
a) HIV 
b) diabetes mellitus 
c) suicide 
d) mental retardation 
xxv 
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12. Drug compliance can be managed by 
a) using a weekly dose pill box 
b) reducing the number of drugs 
c) using compliments as reward 
d) leaving the responsibility to the client 
13. Drug non compliance can be overcome by 
a) using traditional home remedies 
b) giving medications with routine activity 
c) criticising the client 
d) placing medications in various places 
14. The responsibility of the caregiver in drug compliance is to 
a) often check the medication container for renewal dates 
b) assist the client in self care activities 
c) involve the client in decision making 
d) supervise the client 
15. Role of caregiver for client with drug non-compliance is to  
a) monitor the activities done by the client 
b) minimize the dosage by themselves 
c) maximize the dosage as required 
d) counter check the medication frequency and dosage 
Items Components 
1 – 2 Definition 
3 – 5 Importance 
6 Factors affecting drug adherence 
7 – 10 Cause, signs and management of relapse 
11 Complication 
12 – 13 Strategies to overcome 
14 – 15 Role of caregiver 
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SCORING KEY 
SECTION B: Structured Knowledge Questionnaire regarding drug non-compliance
       A structured knowledge questionnaire was developed by the researcher to 
assess the level of knowledge among caregivers of clients with chronic psychiatric 
illness.  
Score Percentage Category 
1 - 7              <50  Inadequate knowledge 
      8 - 11              50 - 75 Moderately adequate knowledge 
     12 - 15               >75 Adequate knowledge 
       The answer key for the structured knowledge questionnaire furnished below: 
1 - C 9 - C 
2 - A 10 - B 
3 - D 11 - C 
4 - B 12 - A 
5 - A 13 - B 
6 - C 14 - A 
7 - D 15 - D 
8 - A 
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SECTION C: Attitude scale
Place a tick mark against the category which you feel you may fall in. 
S.No.                   Questions Always Sometimes Never 
   1. 
2. 
   3. 
   4. 
5. 
   6. 
7. 
   8. 
9. 
10. 
I feel that I am responsible to administer the 
drugs. 
I forget to give away the drug to the client. 
I take the client for regular follow-up. 
I give medication because of pressure from 
other people. 
I feel that I am competent enough to make the 
client to take the drug compulsorily. 
I stop administering the medicine when I feel 
the client is better.  
I feel that I am responsible for checking the 
adequacy of the drugs in the pill box. 
I feel that administering medication to the 
client is worth the effort.                                      
I feel irritated while administering the drugs to 
client.  
I am able to balance my care giving time and 
other family responsibilities. 
   
Statement details:
Items Question numbers Remarks 
Positive statements 1,3, 5, 7,10 5 
Negative statements 2, 4, 6, 8, 9 5 
                                                                      Total number of questions = 10  
Scoring and Interpretation 
Score Percentage Category 
1 – 14  <50 Unfavorable attitude 
15 – 22 50 – 75 Moderately  favorable attitude 
23 – 30  >75 Favorable attitude 
xxviii 
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APPENDIX – H 
CODING FOR DEMOGRAPHIC VARIABLES 
Demographic Variables      Code No. 
1. Age in years 
A) 21 – 30         1 
B) 31 – 40         2 
C) 41 – 50         3 
D) 51 – 60         4 
E) 61 – 70         5 
  
2. Gender         
A) Male         1 
B) Female         2 
3. Duration of care (years)         
A) 1 – 3         1 
B) 3 – 6         2 
C) 6 – 9         3 
D) > 9          4 
4. Duration of stay with the client (years) 
A) 6 months – 1        1 
B) 1 – 2         2 
C) 2 – 3         3 
D) > 3          4 
5. Education 
A) Professors/Honours        1 
B) Graduate/post graduate       2 
C) Intermediate/post high school diploma     3 
D) High school         4  
E) Middle school        5 
F) Primary school         6 
G) Non literate         7 
xxxviii 

6. Occupation 
A) Profession         1 
B) Semi profession        2 
C) Clerical/Shop owner/Farmer       3 
D) Skilled worker        4 
E) Semi skilled worker        5 
F) Unskilled worker        6 
G) Unemployed        7
7. Family monthly income in Rupees 
A)  36017         1 
B) 18000 - 36016        2 
C) 13495 - 17999        3 
D) 8989 - 13494        4 
E) 5387 - 8988         5 
F) 1803 - 5386         6 
G)  1802         7 
8. Type of family 
A) Nuclear family        1 
B) Joint family         2 
C) Extended family        3 
D) Broken family        4 
E) Others         5 
9. Number of family members 
A) < 3          1 
B) 3 - 5          2 
C) 6 - 10         3 
D) > 10          4 
10. Residence 
A) Rural         1 
B) Urban         2 
C) Semi urban         3 
D) Others         4 
xxxix 
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11. Type of chronic physical illness 
A) Yes          1 
B) No          2 
if yes specify 
12. Marital history 
A) Married         1  
B) Single         2 
C) Widow         3 
D) Divorced         4  
E) Others         5                        
13. Relationship with the client 
A) Family member        1 
B) Friend         2 
C) Paid caregiver        3 
D) Neighbour         4 
if family member specify the relationship with the client                       .    
DEMOGRAPHIC VARIABLES OF THE CLIENT 
1. Age in year 
A) 21 – 30        1 
B) 31 – 40        2 
C) 41 – 50        3 
D) 51 – 60        4 
E) 61 – 70        5 
2. Type of psychiatric illness 
A) Psychosis         1 
B) Neurosis         2 
3. Gender 
A) Male         1 
B) Female         2 
xl 

4. Chronicity of illness (years) 
A) 1 – 3         1 
B) 4 – 6         2 
C) 7 – 9         3 
D) > 9          4 
5. History of relapse 
A) Yes          1 
B) No          2 
if yes,  specify the reason              and relapse signs and symptoms  
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APPENDIX – I
BLUE PRINT 
S.No. Topic  Item  No. of items Percentage  
1 Demographic variables Caregivers: 1 – 13 
Clients: 1 – 5 
18 100 
2 Structured knowledge 
questionnaire 
1 – 15 15 100 
3 Attitude scale Positive – 5 
Negative – 5 
5 
5 
50 
50 
 Total  43 43 100 
xlii 

APPENDIX – J
INTERVENTION TOOL 
Multimedia psychoeducation package prepared by the investigator for the 
caregivers of clients with chronic psychiatric illness, it is an educational programme 
regarding drug compliance for about 1 hour through lecture cum discussion, video show, 
psychodrama and DVD for reinforcement. 
xliii 
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 p
oi
nt
 p
re
se
n
ta
tio
n
,
 
v
id
eo
 
sh
ow
,
 
Ps
yc
ho
 d
ra
m
a
Se
a
tin
g 
a
rr
a
n
ge
m
en
t  
 
 
 
 
 
 
: 
 
Th
ea
tr
e 
m
et
ho
d 
G
en
er
a
l o
bje
ct
iv
e  
 
 
 
 
 
 
 
 
: 
 
A
t t
he
 
en
d 
o
f 
th
e 
se
ss
io
n
 t
he
 
ca
re
gi
v
er
s 
w
ill
 g
ai
n
 
ad
eq
u
at
e 
kn
ow
le
dg
e 
an
d 
fa
v
o
u
ra
bl
e 
at
tit
ud
e 
re
ga
rd
in
g 
dr
ug
 c
om
pl
ia
n
ce
 
Sp
ec
ifi
c 
o
bje
ct
iv
es
 
 
 
 
 
 
 
 
 
: 
  
 
 
 
 
 
 
 
A
t t
he
 
en
d 
o
f t
he
 s
es
sio
n
 
th
e 
ca
re
gi
v
er
s 
w
ill
 
be
 
ab
le
 
to
,
 
 

de
fin
e 
dr
ug
 
co
m
pl
ia
n
ce
 

st
at
e 
th
e 
im
po
rta
n
ce
 
o
f d
ru
g 
co
m
pl
ia
n
ce
 

id
en
tif
y 
th
e 
fa
ct
o
rs
 
af
fe
ct
in
g 
tr
ea
tm
en
t a
dh
er
en
ce
 

lis
t o
u
t t
he
 
sid
e 
ef
fe
ct
s 
o
f d
ru
g 
n
o
n
-c
o
m
pl
ia
n
ce
 

an
al
yz
e 
th
e 
ca
u
se
s 
fo
r r
ec
u
rr
en
ce
 

en
co
u
n
te
r t
he
 
st
ra
te
gi
es
 
to
 
o
v
er
co
m
e 
dr
ug
 
n
o
n
-c
o
m
pl
ia
n
ce
 

id
en
tif
y 
th
e 
co
m
pl
ic
at
io
n
s 
o
f d
ru
g 
n
o
n
-c
o
m
pl
ia
n
ce
 

ex
pl
ai
n 
th
e 
ro
le
 
o
f c
ar
eg
iv
er
s 
in
 
dr
u
g 
ad
he
re
n
ce
 
 
x
lv
iii
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1.
 
In
tro
du
ce
s 
th
e 
to
pi
c 
5m
in
 
IN
TR
O
D
U
C
TI
O
N
 
 
Ps
yc
hi
at
ric
/m
en
ta
l 
di
so
rd
er
s 
ar
e 
cl
in
ic
al
ly
 
sig
ni
fic
an
t 
be
ha
v
io
u
ra
l 
o
r 
ps
yc
ho
lo
gi
ca
l 
sy
n
dr
om
es
 
as
so
ci
at
ed
 w
ith
 d
ist
re
ss
 
o
r 
di
sa
bi
lit
y.
 
N
on
-c
o
m
pl
ia
nc
e 
w
ith
 
dr
ug
 
tr
ea
tm
en
t i
s 
w
id
es
pr
ea
d.
 
W
he
n
 
pa
tie
n
ts
 
ar
e 
gi
v
en
 m
ed
ic
at
io
n 
by
 
th
ei
r 
do
ct
or
s,
 
n
ea
rly
 
ha
lf 
do
 
n
o
t t
ak
e 
th
e 
dr
ug
 
o
r 
do
 n
ot
 t
ak
e 
it 
as
 p
re
sc
rib
ed
,
 
an
d 
m
o
st
 
w
ill
 s
to
p 
th
e 
tr
ea
tm
en
t 
as
 
so
o
n
 
as
 
th
ey
 
ar
e 
fe
el
in
g 
be
tte
r.
 
A
 
m
ajo
r 
pr
o
bl
em
 
in
 
id
en
tif
yi
n
g 
th
e 
n
o
n
-c
o
m
pl
ia
n
ce
 
pa
tie
nt
 is
 th
e 
u
n
re
lia
bi
lit
y 
o
f m
an
y 
o
f 
th
e 
m
ea
su
re
s 
u
se
d 
fo
r a
ss
es
sin
g 
co
m
pl
ia
n
ce
.
Te
ac
he
r i
nt
ro
du
ce
s 
th
e 
to
pi
c 
w
ith
 
a 
st
or
y 
Li
st
en
in
g 
2 
D
ef
in
e 
dr
ug
 
co
m
pl
ia
nc
e 
5 
m
in
 
D
EF
IN
IT
IO
N
: 
1.
D
ru
g 
C
o
m
pl
ia
n
ce
 
to
 
a 
m
ed
ic
at
io
n
 
re
gi
m
en
 is
 
ge
n
er
al
ly
 
de
fin
ed
 
as
 
th
e 
ex
te
nt
 
to
 
w
hi
ch
 
pa
tie
n
ts
 
ta
ke
 
m
ed
ic
at
io
ns
 
as
 
pr
es
cr
ib
ed
 
by
 
th
ei
r 
he
al
th
 
ca
re
 
pr
ov
id
er
s.
 
It 
in
cl
u
de
s 
ta
ki
n
g 
th
e 
pr
es
cr
ib
ed
 
n
u
m
be
r 
o
f 
pi
lls
 
ea
ch
 
da
y 
an
d 
th
e 
tim
in
g 
o
f 
do
se
s 
(ta
ki
ng
 
pi
lls
 
w
ith
in
 
th
e 
pr
es
cr
ib
ed
 p
er
io
d).
  
2.
D
ru
g 
no
n
-c
o
m
pl
ia
n
ce
 
is 
de
fin
ed
 a
s 
fa
ilu
re
 o
r 
re
fu
sa
l t
o
 
co
m
pl
y 
w
ith
 th
e 
m
ed
ic
at
io
n
 p
re
sc
rib
ed
 
by
 
th
e 
pr
es
cr
ib
er
.
 
Te
ac
he
r 
de
fin
es
 
dr
ug
 
co
m
pl
ia
nc
e 
Li
st
en
in
g 
x
lix
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3.
Pa
rt
ia
l 
A
dh
er
en
ce
 
is 
de
fin
ed
 
as
 
ta
ki
ng
 
an
 
am
o
u
n
t 
th
at
 i
s 
co
n
sis
te
n
tly
 
le
ss
 th
an
 
re
co
m
m
en
de
d 
an
d 
irr
eg
ul
ar
 d
o
sin
g.
 
 
 
3 
St
at
e 
th
e 
im
po
rt
an
ce
 o
f 
dr
ug
 
co
m
pl
ia
n
ce
 
5m
in
 
IM
PO
R
TA
N
C
E:
 
 
D
ru
g 
n
o
n
-c
o
m
pl
ia
nc
e 
is 
th
ou
gh
t 
to
 
be
 
a 
m
ajo
r 
fa
ct
or
 
in
 
ps
yc
hi
at
ric
 h
os
pi
ta
liz
at
io
n
s.
 A
t h
om
e,
 a
 
la
rg
e 
n
u
m
be
r 
fa
il 
to
 
ta
ke
 
th
ei
r 
m
ed
ic
at
io
n
s 
pr
op
er
ly
,
 
if 
at
 
al
l. 
R
el
ap
se
 
o
fte
n 
o
cc
u
rs
 
an
d 
re
-h
os
pi
ta
liz
at
io
n 
fo
llo
w
s 
he
n
ce
,
 
tr
ea
tm
en
t a
dh
er
en
ce
 
•
Pr
ev
en
ts
 
re
la
ps
e 
an
d 
 
re
-h
os
pi
ta
liz
at
io
n
 
•
St
ro
n
ge
st
 m
o
di
fia
bl
e p
ro
te
ct
iv
e 
fa
ct
o
r 
ag
ai
ns
t s
ui
ci
de
 
•
Ef
fe
ct
iv
e 
in
 
re
du
ci
ng
 m
o
rt
al
ity
 
Te
ac
he
s 
th
e 
im
po
rta
n
ce
 o
f d
ru
g 
co
m
pl
ia
n
ce
 
Li
st
en
in
g 
 
 
 
4 
Id
en
tif
y 
th
e 
fa
ct
o
rs
 
af
fe
ct
in
g 
tr
ea
tm
en
t 
ad
he
re
n
ce
 
10
 m
in
 
FA
C
TO
R
S 
A
FF
EC
TI
N
G
 
TR
EA
TM
EN
T 
A
D
H
ER
EN
C
E:
  

Ps
yc
ho
lo
gi
ca
l p
ro
bl
em
s, 
es
pe
ci
al
ly
 
de
pr
es
sio
n 

Co
gn
iti
ve
 
im
pa
irm
en
t 

Tr
ea
tm
en
t o
f a
sy
m
pt
om
at
ic
 d
ise
as
e 

In
ad
eq
u
at
e 
fo
llo
w
 
u
p/
di
sc
ha
rg
e 
pl
an
n
in
g 

M
ed
ic
at
io
n
 
sid
e e
ffe
ct
s 

Pa
tie
n
t’
s 
la
ck
 
o
f b
el
ie
f i
n
 
be
n
ef
its
/tr
ea
tm
en
t 

Pa
tie
n
ts
 la
ck
 
o
f i
ns
ig
ht
 in
to
 th
e 
ill
ne
ss
 

Po
or
 p
ro
vi
de
r-
 p
at
ie
nt
 
re
la
tio
ns
hi
p 
Te
ac
he
s 
th
e 
fa
ct
o
rs
 
th
at
 
af
fe
ct
 
tr
ea
tm
en
t 
ad
he
re
n
ce
 
Li
st
en
s 
an
d 
ac
tiv
el
y 
pa
rti
ci
pa
tin
g 
in
 
di
sc
u
ss
io
n
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
Co
st 
o
f  
m
ed
ic
at
io
n
 
,
co
-p
ay
m
en
t o
r 
bo
th
 

Co
m
pl
ex
ity
 
o
f t
re
at
m
en
t 

B
ar
rie
rs
 
to
 
ca
re
 
o
r 
m
ed
ic
at
io
ns
 

M
iss
ed
 
ap
po
in
tm
en
ts 
 
4.
1 
PA
TI
EN
T 
C
H
A
R
A
C
TE
R
IS
TI
C
S 
1.
V
er
y 
yo
u
n
g 
o
r 
v
er
y 
o
ld
.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
2.
Lo
w
 e
du
ca
tio
n.
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3.
H
os
til
ity
 
an
d 
ag
gr
es
sio
n
. 
 
4.
Li
v
in
g 
al
on
e.
 
5.
Fe
ar
 
an
d 
pa
ra
n
o
ia
.
 
6.
La
ck
 o
f t
ra
n
sp
or
ta
tio
n
.
 
7.
Pe
rs
on
al
ity
 
di
so
rd
er
. 
8.
La
ck
 o
f k
no
w
le
dg
e 
o
f i
lln
es
s.
 
9.
Su
bs
ta
nc
e a
bu
se
. 
 
10
.T
he
ra
pe
ut
ic
 
ef
fe
ct
s n
o
t u
n
de
rs
to
o
d.
 
11
.P
oo
r ju
dg
m
en
t a
n
d 
in
sig
ht
.
 
12
.R
es
ist
an
ce
 
to
 
ac
ce
pt
 
th
e 
"
sic
k"
 
ro
le
.
 
13
.P
ar
an
oi
d 
de
lu
sio
n
s 
ab
ou
t c
o
n
te
nt
 o
r e
ffe
ct
s 
o
f m
ed
ic
at
io
n
.
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C
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A
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14
.C
ha
ng
e 
in
 
lif
es
ty
le
 o
r h
ab
its
 
re
qu
ire
d.
 
15
.P
re
fe
rs
 
de
lu
sio
na
l s
ic
k 
lif
e 
to
 
de
pr
es
sin
g 
w
el
l l
ife
. 
16
.R
es
ist
an
ce
 
to
 
m
in
d-
co
n
tr
o
lli
ng
 
m
ed
ic
at
io
n
.
 
 
4.
2 
D
R
U
G
-R
EL
A
TE
D 
FA
C
TO
R
S
1.
Pr
es
en
ce
 
o
f 
ex
tra
-
py
ra
m
id
al
 
sid
e 
ef
fe
ct
s 
(in
vo
lu
n
ta
ry
 
m
o
v
em
en
ts
).  
2.
Pr
es
en
ce
 
o
f d
ys
ph
or
ic
 
re
sp
on
se
 (f
ee
ls 
le
ss
 
al
iv
e).
 
3.
Pr
es
en
ce
 
o
f o
th
er
 si
de
 
ef
fe
ct
s.
 
 
4.
M
ed
ic
at
io
n
 
n
o
t v
er
y 
ef
fe
ct
iv
e.
 
 
5.
N
ee
d 
to
 
co
n
tin
u
e 
m
ed
ic
at
io
n
 in
 
ab
se
n
ce
 
o
f s
ym
pt
o
m
s.
6.
Co
m
pl
ic
at
ed
 
dr
ug
 
re
gi
m
en
s.
 
 
7.
Co
st 
o
f m
ed
ic
at
io
n.
 
 
8.
In
ad
eq
u
at
e 
in
fo
rm
at
io
n 
ab
ou
t h
ow
 
to
 
ta
ke
 
m
ed
ic
at
io
n
. 
9.
Fe
el
s 
be
st
 
w
he
n 
fir
st
 s
to
ps
 
m
ed
ic
at
io
n
; f
ee
ls 
w
o
rs
t 
w
he
n
 
fir
st
 
st
ar
ts
 
m
ed
ic
at
io
n
.
 
 
4.
3 
IN
TE
R
PE
R
SO
N
A
L 
FA
C
TO
R
S 
•
Pa
tie
n
t-
ph
ys
ic
ia
n
 r
el
at
io
n
sh
ip
.
 
lii
 
 S.
N
o.
 
SP
EC
IF
IC
 
O
BJ
EC
TI
VE
S 
TI
M
E 
C
O
N
TE
N
T 
TE
A
C
H
ER
’S
 
A
C
TI
V
IT
Y
 
LE
A
R
N
ER
’S
 
A
C
TI
V
IT
Y
 
•
Fa
m
ily
 
re
la
tio
ns
hi
ps
.
 
•
Pe
er
 
in
flu
en
ce
s.
 
•
R
es
ist
an
t t
o 
au
th
or
ity
.
 
•
N
o 
al
lia
nc
e 
to
w
ar
d 
pa
tie
n
t g
o
al
s.
 
 
5 
Li
st
 
o
u
t t
he
 
sid
e 
ef
fe
ct
s 
o
f d
ru
g 
n
o
n
-c
o
m
pl
ia
n
ce
 
5 
m
in
 
SI
D
E 
EF
FE
C
TS
: 
•
Sl
ee
p 
di
sr
u
pt
io
n 
•
D
ry
 m
o
u
th
 
•
Co
ns
tip
at
io
n 
•
W
ei
gh
t c
ha
n
ge
s 
•
Se
xu
al
 d
ys
fu
n
ct
io
n 
•
A
gg
re
ss
iv
en
es
s 
•
W
ith
dr
aw
al
 sy
m
pt
o
m
s 
•
Se
iz
u
re
 
•
D
ea
th
 
•
Ps
yc
ho
m
ot
or
 d
ist
u
rb
an
ce
s
Te
ac
he
s t
he
 
sid
e 
ef
fe
ct
s 
Li
st
en
in
g 
6 
A
na
ly
ze
 th
e 
ca
u
se
s 
fo
r 
re
cu
rr
en
ce
 
5 
m
in
 
R
EC
U
R
R
EN
C
E:
 
6.
1 
SI
G
N
S 
O
F 
PO
TE
N
TI
A
L 
R
EL
A
PS
ES
 
A
re
 
di
ffe
re
n
t 
fo
r 
ea
ch
 
pe
rs
o
n
. 
Th
e 
m
o
st
 
co
m
m
o
n
 
sig
n
s 
in
 
o
rd
er
 o
f f
re
qu
en
cy
 a
re
: 
Te
ac
he
s t
he
 
ca
u
se
s 
fo
r 
re
cu
rr
en
ce
 
Li
st
en
in
g 
lii
i 
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N
o.
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C
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Y
 
1.
 
 
 
In
cr
ea
se
d 
 
in
te
rp
er
so
n
al
 se
ns
iti
vi
ty
,
 
su
sp
ic
io
us
n
es
s,
 
pa
ra
n
o
ia
. 
 
2.
 
 
 
Sl
ee
p 
di
st
u
rb
an
ce
 w
o
rs
e 
th
an
 
u
su
al
 p
at
te
rn
. 
 
3.
 
 
 
A
ng
er
 o
r 
ho
sti
lit
y 
o
f a
n
 
u
n
u
su
al
 ty
pe
 o
r a
m
o
u
n
t. 
 
4.
 
 
 
H
al
lu
ci
na
tio
ns
 o
f i
nc
re
as
ed
 in
te
ns
ity
 
o
r 
in
tr
us
iv
en
es
s.
 
 
5.
 
 
 
A
ct
io
n
s 
ba
se
d 
o
n
 
o
r 
pr
eo
cc
u
pa
tio
n
 
w
ith
 
de
lu
sio
n
s.
  
6.
   
In
cr
ea
se
d 
fe
ar
fu
ln
es
s,
 
an
x
ie
ty
,
 
o
r 
fe
el
in
g 
th
re
at
en
ed
.
 
 
7.
   
In
cr
ea
se
d 
de
pr
es
sio
n 
w
ith
 
w
ith
dr
aw
al
 
an
d 
ea
tin
g 
le
ss
.
 
 
6.
2 
ID
EN
TI
FY
IN
G
 
EA
R
LY
 S
IG
N
S 
O
F 
R
EL
A
PS
E
 
Fo
r y
o
u
r 
ill
 
re
la
tiv
e,
 
id
en
tif
y 
th
e 
sp
ec
ifi
c 
sig
n
s 
w
hi
ch
 
le
ad
 
to
 
a 
se
rio
u
s 
re
la
ps
e.
 
D
iff
er
en
tia
te
 
be
tw
ee
n
 
•
B
eh
av
io
ur
s 
 
w
hi
ch
 
ar
e 
tr
ou
bl
in
g 
fo
r 
th
e 
pa
tie
n
t 
an
d
pr
ob
le
m
at
ic
 
fo
r 
th
e 
fa
m
ily
,
 
bu
t 
w
hi
ch
 
do
 
n
o
t 
re
su
lt 
in
 
re
-
ho
sp
ita
liz
at
io
n
 
an
d 
 
•
Th
e 
sp
ec
ifi
c 
be
ha
v
io
u
rs
 w
ho
se
 
pr
es
en
ce
 
u
n
iq
ue
ly
 
pr
ed
ic
t o
r  
th
e 
ea
rli
es
t s
ig
ns
 
o
f a
 r
el
ap
se
 
w
hi
ch
 m
ay
 re
qu
ire
 r
e-
ho
sp
ita
liz
at
io
n.
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6.
3 
R
ES
PO
N
D
IN
G
 T
O
 
W
A
R
N
IN
G
 S
IG
N
S 
O
F 
A
N
 IM
PE
N
D
IN
G
 
R
EL
A
PS
E
1.
   
Te
m
po
ra
ril
y 
in
cr
ea
se
 
m
ed
ic
at
io
n.
 
 
2.
 
 
 
Te
m
po
ra
ril
y 
re
du
ce
 
st
re
ss
 
by
: 
 
 
 
 
 
 
 
 
a.
 
Lo
w
er
in
g 
de
m
an
ds
 a
n
d 
ac
tiv
ity
 
le
v
el
.  
 
 
 
 
 
 
 
b.
 
K
ee
pi
ng
 
a 
ro
u
tin
e 
(m
in
im
iz
in
g 
ch
an
ge
s),
 
an
d 
 
 
 
 
 
 
 
 
c.
 
Pr
ov
id
in
g 
a 
sa
fe
,
 
ca
lm
,
 
pr
ed
ic
ta
bl
e 
en
v
iro
nm
en
t. 
 
3.
 
 
 
D
o 
th
e 
sp
ec
ifi
c 
th
in
gs
 
w
hi
ch
 c
al
m
 
an
d 
re
as
su
re
 
yo
ur
 re
la
tiv
e.
 
 
A
lte
rn
a
tiv
es
 
in
cl
u
de
: 
 
 
 
 
 
 
 
 
a.
 
Lo
w
 s
tr
es
s 
ac
tiv
iti
es
 
o
r 
ho
bb
ie
s,
 
 
 
 
 
 
 
 
 
b.
 
So
ci
al
 su
pp
or
t, 
 
 
 
 
 
 
 
 
c.
 
A
llo
w
 
al
o
n
e 
tim
e,
 
an
d 
 
 
 
 
 
 
 
 
d.
 
Re
la
x
at
io
n
 
te
ch
ni
qu
es
.
 
 
4.
 
 
 
Re
m
ai
n 
ca
lm
 
an
d 
in
 
co
n
tr
ol
.  
5.
 
 
 
U
se
 y
o
u
r 
u
rg
en
cy
 
an
d 
em
er
ge
n
cy
 p
la
n
s 
as
 
n
ee
de
d.
 
 
7 
En
co
u
n
te
r 
th
e 
st
ra
te
gi
es
 
to
 
o
v
er
co
m
e 
dr
ug
 
10
 m
in
 
 
ST
R
A
TE
G
IE
S 
TO
 
O
V
ER
C
O
M
E 
D
R
U
G
 
N
O
N
A
D
H
ER
EN
C
E:
 
H
EA
LI
N
G
 E
N
V
IR
O
N
M
EN
TS
 
•
R
ec
o
gn
iz
e 
th
at
 
th
e 
ill
ne
ss
 is
 
n
o
 
o
n
e'
s 
fa
ul
t. 
 
Te
ac
he
s 
th
e 
st
ra
te
gi
es
 to
 
o
v
er
co
m
e 
dr
ug
 
Li
st
en
s 
an
d 
co
n
tr
ib
ut
es
 
th
e 
id
ea
s 
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n
o
n
-a
dh
er
en
ce
 
•
H
av
e 
cl
ea
r 
an
d 
ap
pr
op
ria
te
 
ex
pe
ct
at
io
ns
,
 
u
n
de
rs
ta
n
di
ng
 
th
e 
lim
its
 
o
f t
he
 il
ln
es
s 
an
d 
th
e 
ex
te
n
t o
f t
he
 
pe
rs
o
n
's
 
co
n
tr
o
l o
ve
r 
hi
s 
be
ha
v
io
u
r.
 
 
•
A
re
 s
im
pl
e 
an
d 
st
ru
ct
u
re
d 
w
ith
 
pr
ed
ic
ta
bl
e 
ro
u
tin
es
.
 
 
•
A
re
 q
ui
et
 w
ith
 
ca
lm
 
v
o
ic
es
 a
nd
 
lim
ite
d 
st
im
ul
at
io
n
. 
 
•
A
re
 c
on
sis
te
n
t a
n
d 
ch
an
ge
 
se
ld
om
 
an
d 
gr
ad
ua
lly
.
 
 
•
In
cl
u
de
 
th
e 
pa
tie
n
t  
in
 
lif
e 
in
 
w
ay
s 
th
at
 
ar
e 
n
o
t 
o
v
er
 
st
im
u
la
tin
g.
 
 
•
O
ffe
r 
op
po
rtu
n
iti
es
 
to
 h
av
e 
m
ajo
r 
pe
rs
o
n
al
,
 
so
ci
al
,
 
ac
tiv
ity
,
 
an
d 
co
m
pe
te
n
ce
 
n
ee
ds
 
m
et
.  
•
Pr
o
v
id
e 
lo
ts 
o
f p
ra
ise
 
an
d 
en
co
u
ra
ge
m
en
t. 
 
•
Te
ac
h 
an
d 
re
w
ar
d 
th
e 
u
se
 
o
f 
da
ily
 
liv
in
g,
 
so
ci
al
,
 
an
d 
v
o
ca
tio
na
l s
ki
lls
.  
•
U
til
iz
e 
m
ed
ic
at
io
n
 
an
d 
tr
ea
tm
en
t 
pr
og
ra
m
s 
as
 
re
so
u
rc
es
 
to
 
he
lp
 
th
e 
ill
 
pe
rs
o
n
 
m
o
v
e 
to
w
ar
d 
hi
s 
go
al
s.
 
 
•
A
re
 
pr
ep
ar
ed
 
fo
r 
an
d 
m
an
ag
e 
m
in
o
r 
sy
st
em
 
w
o
rs
en
in
g 
to
 
m
in
im
iz
e 
di
sr
u
pt
io
n
 
an
d 
pr
ev
en
t m
ajo
r 
re
la
ps
e.
 
 
n
o
n
-a
dh
er
en
ce
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7.
1 
IN
V
O
LV
E 
TH
E 
PA
TI
EN
T 
IN
 
M
ED
IC
A
TI
O
N
 
A
N
D
 
 
TR
EA
TM
EN
T 
D
EC
IS
IO
N
S 
BY
:  
•
Tr
ac
ki
n
g 
hi
s 
o
w
n
 s
ym
pt
o
m
s 
an
d 
sid
e 
ef
fe
ct
s.
 
 
•
Ta
ki
ng
 
an
 
ex
pe
rim
en
ta
l 
ap
pr
oa
ch
 
(in
co
rp
or
at
e 
bl
oo
d 
le
ve
ls 
an
d 
sy
m
pt
om
 
tr
ac
ki
n
g 
by
 
th
e 
pa
tie
n
t a
n
d 
o
th
er
s).
 
 
•
H
el
pi
n
g 
hi
m
 t
o 
le
ar
n 
to
 g
ai
n 
co
n
tr
ol
 
o
v
er
 
sy
m
pt
om
s 
an
d 
sid
e 
ef
fe
ct
s 
(m
ed
ic
at
io
n 
an
d 
sy
m
pt
o
m
 m
an
ag
em
en
t c
la
ss
es
).  
•
N
eg
o
tia
tin
g 
a 
sh
ar
ed
 
tr
ea
tm
en
t c
o
n
tr
ac
t. 
 
•
U
sin
g 
th
e 
lo
w
es
t 
po
ss
ib
le
 
do
se
 
o
f m
ed
ic
at
io
n
 
th
at
 
th
e 
pa
tie
n
t 
pr
ef
er
s 
(if
 a
pp
ro
pr
ia
te
).  
•
H
el
pi
n
g 
th
e 
pa
tie
nt
 d
o 
a 
co
st
 
be
n
ef
it 
an
al
ys
is 
o
f 
th
er
ap
eu
tic
 
v
er
su
s 
sid
e e
ffe
ct
s. 
 
7.
2
H
EL
P 
TH
E 
C
LI
EN
T 
M
IN
IM
IZ
E 
SI
D
E 
EF
FE
C
TS
 
BY
: 
 
•
Pr
ep
ar
in
g 
pa
tie
n
t f
o
r 
po
te
n
tia
l s
id
e e
ffe
ct
s.
 
 
•
Co
nt
ac
tin
g 
pa
tie
n
t 
fre
qu
en
tly
 
by
 
te
le
ph
on
e 
w
he
n
 
be
gi
n
n
in
g 
a 
n
ew
 
m
ed
ic
at
io
n
. 
 
•
Se
le
ct
in
g 
m
ed
ic
at
io
n
s 
an
d 
do
sa
ge
s 
to
 
m
in
im
iz
e 
sid
e 
ef
fe
ct
s.
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•
Te
ac
hi
ng
 
pa
tie
n
t t
o 
co
pe
 
w
ith
 si
de
 
ef
fe
ct
s.
 
 
 
 7.
3
M
A
K
E 
IT
 
EA
SY
 
TO
 
C
O
M
PL
Y
•
Sm
ar
t p
ho
ne
 a
la
rm
s/r
em
in
de
rs
 
•
Co
m
bi
n
in
g 
m
ed
ic
at
io
ns
 
to
ge
th
er
 
in
 
o
n
e 
pl
ac
e-
pi
ll 
bo
x
•
Pu
t m
ed
ic
at
io
n
s 
w
ith
 a
no
th
er
 
ro
u
tin
e 
ac
tiv
ity
 
(i.
e.
-
to
o
th
br
us
h) 
•
Ch
ar
t m
ed
ic
at
io
n
s 
an
d 
sy
m
pt
om
s 
•
U
se
 i
nt
an
gi
bl
e 
re
w
ar
ds
 l
ik
e 
at
te
nt
io
n,
 
pr
ai
se
,
 
co
m
pl
im
en
ts
, 
hu
gs
, 
sm
ile
s,
 
et
c.
  
•
U
sin
g 
lo
n
g 
ac
tin
g 
in
jec
ta
bl
es
 
•
U
sin
g 
a 
w
ee
kl
y 
do
se
 
pi
ll 
bo
x.
 
•
Pu
tti
n
g 
in
 
w
ith
 
v
ita
m
in
s 
8 
Id
en
tif
y 
th
e 
co
m
pl
ic
at
io
ns
 
o
f 
dr
ug
 
n
o
n
-
co
m
pl
ia
nc
e 
5 
m
in
 
C
O
M
PL
IC
A
TI
O
N
S:
 
•
Lo
w
er
 q
ua
lit
y 
o
f l
ife
 
•
R
el
ap
se
 
•
R
e-
ho
sp
ita
liz
at
io
n
 
•
H
o
m
el
es
sn
es
s 
•
D
el
ay
s 
th
e 
re
st
o
ra
tio
n 
to
 
fu
ll 
he
al
th
 
•
Ph
ys
ic
al
 a
gg
re
ss
iv
en
es
s 
Te
ac
he
s 
th
e 
co
m
pl
ic
at
io
ns
 
Li
st
en
in
g 
lv
iii
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9 
Ex
pl
ai
n
 
th
e 
ro
le
 
o
f c
ar
eg
iv
er
s 
in
 
dr
ug
 
ad
he
re
n
ce
 
10
 m
in
 
R
O
LE
 
O
F 
C
A
R
EG
IV
ER
S:
 
1.
D
isp
la
y 
pa
tie
n
ce
 
an
d 
em
pa
th
y 
w
he
n 
in
te
ra
ct
in
g 
w
ith
 p
at
ie
n
ts
. 
2.
B
e 
m
in
df
u
l 
o
f 
th
e 
n
u
m
be
r 
of
 
m
ed
ic
at
io
n
s 
pr
es
cr
ib
ed
 
an
d 
th
ei
r  
fre
qu
en
cy
 a
n
d 
do
sa
ge
s.
 
3.
Th
in
k 
of
 
th
e 
co
n
se
qu
en
ce
s 
o
f 
no
n-
 
ad
he
re
n
ce
 
an
d 
ac
t
ap
pr
op
ria
te
ly
.
 
4.
Pe
rio
di
ca
lly
 
re
v
ie
w
 
pa
tie
n
t’
s 
m
ed
ic
at
io
n
 
co
n
ta
in
er
s,
 
n
o
tin
g 
re
n
ew
al
 
da
te
s.
 
5.
Pr
ov
id
e 
em
o
tio
na
l s
u
pp
or
t. 
6.
Pr
ac
tic
e 
ac
tiv
e 
lis
te
n
in
g.
 
7.
A
dd
re
ss
 
fe
ar
s 
an
d 
co
n
ce
rn
s.
 
8.
Em
po
w
er
 
pa
tie
n
ts
 
to
 
se
lf 
m
an
ag
e 
th
ei
r 
co
n
di
tio
n.
 
9.
Pr
o
v
id
e 
re
w
ar
ds
 
fo
r 
ad
he
re
n
ce
.
 
D
o
 
n
o
t 
gi
v
e 
pr
ai
se
 
an
d 
cr
iti
ci
sm
 
at
 t
he
 
sa
m
e 
tim
e.
 
If 
yo
u
 w
ish
 
th
e 
pe
rs
on
 
to
 
tr
y 
ag
ai
n
, 
yo
u
 
m
u
st
 
o
n
ly
 p
ra
ise
 
ef
fo
rt
 a
n
d 
th
e 
pa
rts
 
o
f t
he
 t
as
k 
th
at
 h
e 
di
d 
w
el
l. 
A
ny
 
co
n
st
ru
ct
iv
e 
cr
iti
ci
sm
 
m
u
st
 w
ai
t. 
Be
fo
re
 
th
e 
n
ex
t 
tr
y 
yo
u 
ca
n
 
pr
ov
id
e 
he
lp
fu
l s
u
gg
es
tio
n
s.
 
Te
ac
he
s t
he
 
ro
le
 
o
f 
ca
re
gi
v
er
s 
Li
st
en
s 
an
d 
co
n
tr
ib
ut
es
 
th
e 
id
ea
s 
lix
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10
 
 
 
C
O
N
C
LU
SI
O
N
:  
N
on
-a
dh
er
en
ce
 
to
 
m
ed
ic
at
io
n
 
is 
w
id
es
pr
ea
d 
an
d 
ca
re
gi
v
er
s 
cl
ea
rly
 
pl
ay
 
a 
m
ajo
r 
ro
le
 
in
 
th
e 
lif
e 
o
f 
a 
pe
rs
o
n
 
w
ith
 
ps
yc
hi
at
ric
 
ill
ne
ss
.
 
Th
ey
 
pr
o
v
id
e 
di
re
ct
 a
ss
ist
an
ce
,
 
ad
vo
ca
te
 
fo
r 
se
rv
ic
es
 
an
d 
pr
ov
id
e 
fin
an
ci
al
 
an
d 
em
o
tio
na
l 
su
pp
or
t. 
Ca
re
gi
v
er
s 
ca
n
 
ha
ve
 
en
o
rm
o
u
s 
in
flu
en
ce
 
o
n
 
th
e 
ab
ili
ty
 
o
f p
er
so
ns
 
w
ith
 p
sy
ch
ia
tr
ic
 il
ln
es
s 
to
 li
v
e 
pr
od
uc
tiv
e,
 
in
te
gr
at
ed
 
liv
es
 
in
 
th
ei
r 
co
m
m
u
n
iti
es
.
 
Ca
re
gi
v
er
s 
al
so
 
pl
ay
 
a 
ke
y 
bu
t 
re
la
tiv
el
y 
u
n
ex
pl
or
ed
 
ro
le
 
in
 
as
sis
tin
g 
th
ei
r 
re
la
tiv
es
 
in
 
ta
ki
n
g 
th
ei
r 
m
ed
ic
at
io
ns
 a
n
d 
m
ai
n
ta
in
in
g 
st
ab
ili
ty
 in
 
th
e 
co
m
m
u
n
ity
.
 
St
ro
ng
 
so
ci
al
 
su
pp
or
ts,
 
in
cl
ud
in
g 
fa
m
ily
 
an
d 
co
m
m
u
n
ity
 
su
pp
or
ts 
an
d 
a 
go
o
d 
re
la
tio
n
sh
ip
 w
ith
 th
e 
ca
re
 
te
am
,
 
re
po
rte
dl
y 
ex
er
t 
a 
po
sit
iv
e 
in
flu
en
ce
 
o
n
 
m
ed
ic
at
io
n
 
ad
he
re
n
ce
.
 
St
u
di
es
 
al
so
 
ha
v
e 
sh
ow
n
 
th
at
 w
he
n
 
a 
fa
m
ily
 
m
em
be
r 
ac
ts
 
as
 
a 
ca
re
gi
v
er
,
 
th
is 
ha
s 
a 
po
sit
iv
e 
ef
fe
ct
 
o
n
 p
at
ie
n
ts
 
ta
ki
n
g 
th
ei
r m
ed
ic
at
io
ns
.
 
Co
nc
lu
de
s 
th
e 
to
pi
c 
w
ith
 
ev
al
ua
tio
n 
lx
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